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Suicide and suicidal behavior affect individuals of all ages, genders, races and
religious groups in all countries, representing an important social issue. The major risk
factor associated with suicide is depression. However, in some instances, suicide is not
preceded by warning signs of mental disorders. Variations in the sociopolitical structures
in the communities in U.S. may hold the explanation of variations on suicide rates. The
objective of this study is to understand how suicide relates with variations in the
community structure. Some specific socio-structural elements of a community have the
potential to protect against distress by protecting individuals’ socio-psychological health.
Specifically, variations in structural pluralism affect a community’s welfare because of
the potential presence of dense networks of associations that create problem-solving
capacity for the community. The problem solving capacity of communities results from
pluralistic political structures with dense networks of associations, advocating civic
welfare. As one of the consequences of influence on community’s welfare, the structural

pluralism theory is tested here as a direct protection again suicide. To address this
objective, county-level data are needed. Several data sources will be used to provide
information essential for the analysis in this study. The suicide rates will be calculated
from the Centers for Disease Control, National Center for Health Statistics’ Compressed
Mortality File for the years of 1998-2002. To provide information on structural
pluralism, data from the 2000 County Business Patterns will be used. The 2000 Census
data and the Religious Congregations and Membership Study 2000 will be used to
provide information on demographic characteristics.
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CHAPTER I
INTRODUCTION

The objective of this study is to understand how suicide relates to variations in
community structure. Suicide is a very important social issue; suicide and suicidal
behavior affect individuals of all ages, genders, races and religious groups. In 2004, the
latest year for which national statistics are available, there were 32,439 suicides in the
U.S. This translates into 89 suicides nationwide per day or one suicide every 16 minutes,
and an annual suicide rate of 11.5 per 100,000. In 2004, suicide was considered the
eleventh leading cause of death in the U.S. (American Association of Suicidology, AAS,
2006).
At first glance, it might appear that the behavior of suicide precludes investigation
from a sociological perspective. Suicide is, after all, typically a solitary act. Moreover, a
major risk factor associated with suicide is depression – an emotion trait associated with
individual personality. In fact, about two-thirds of people who complete suicide are
diagnosed depressed at the time of their deaths. Not surprisingly, health professionals
have concentrated on psychological/psychiatric explanations, as well as treatment.
Despite the emphasis on psychological explanations, suicide as a topic of inquiry
has received tremendous attention from sociologists dating back to the seminal work by
Emile Durkheim. Durkheim’s analysis of suicide from a sociological perspective
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was groundbreaking at the time and still continues to inform social explanations of
suicide. Durkheim (1951) argued that variations in suicide rates were related to the
variation/loss of traditional forms of social organization and integration. PostDurkhemian sociologists have focused their attention on clarifying Durkheim’s
identification of types of suicide and agree that causes of voluntary death must be treated
as a social problem, representing a measurable loss to society (Douglas, 1967). However,
the post-Durkheimian literature has not clearly emphasized the meaning of neither
society nor social structure. Consequently it is necessary to specify what specific
elements of society are to be considered relevant to understanding suicide.
According to modernization theory (Rostow, 1978, Zhang 1998), social factors
such as industrialization, urbanization, and secularization associated with modernization
lead to the deterioration of ties between the individual and community. The decline in
dependency of the individual to a group increases suicide potential. In general, according
with Durkheim, socio-structural changes in Western societies in recent years have been
witness to increasing individualism, greater sense of isolation and dissatisfaction with life
in terms of opportunities, health services, and social networks, as examples (Katz,
Buchanan, and McCoy 1999).
However, other specific structural elements of a community have the potential to
protect or provide a buffer against distress and thus protect individual sociopsychological health. Specifically, dense networks of associations, political competition,
and political exchange are elements that may affect a community’s welfare. Young and
Lyson (2001), for example, argue that the association networks create a problem-solving
2

capacity for the community which improves health outcomes of a community. The
problem solving capacity of communities results from pluralistic political structures,
which in turn promotes civic welfare. Civic welfare is defined as being composed of
high income levels, low poverty levels, retention of residents, and low levels of
unemployment (Tolbert, Irvin, Lyson, and Nucci 2002). The presence of structural
pluralism in a community has been argued to lower mortality’s causal mechanism, based
on the fact that participation in collective problem solving tends to create a ‘healthy’
social environment. As one of the consequences of influence on a community’s welfare,
the structural pluralism theory is tested here as a direct effect to explain suicide rates.
Thus, suicide may be examined as an outcome of varying levels of civic welfare and
structural pluralism.
The goal of this dissertation is to examine the effects of structural pluralism and
civic welfare on suicide rates. Following Young and Lyson’s (2001) work, it is argued
here that suicide rates will be lower in communities which exhibit both high levels of
structural pluralism and civic welfare. For purposes of measurement, the unit of analysis
is counties in the continental United States.
Several data sources will be used to provide information essential for the analysis
in this study. The suicide data are from the Centers for Disease Control, National Center
for Health Statistics’ Compressed Mortality File for the years 2000-2004. In order to
provide information on structural pluralism, data from the 2000 County Business Patterns
are used. The 2000 Census data and the Religious Congregations and Membership Study
2000 are used to provide information on demographic characteristics. A set of OLS
3

Regression models are examined to ascertain the effects of the theoretical model. The
findings of the statistical analyses are examined, and implications of the theory’s viability
in understanding suicide are described.
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CHAPTER II
LITERATURE REVIEW

Introduction
Though typically an individualistic act, suicide has been linked to a number of
social indicators. Moreover, suicide rates have well established correlations between
social and community attributes. Several theories of suicide have attempted to account
for these correlations. This chapter first examines trends and correlates of suicide, then
reviews the extant literature pertaining to the social factors linked to suicide, Next,
Durkheimian and Post-Durkheimian social theories of suicide will be examined. Then I
examine more recent literature on community structural factors, in particular structural
pluralism and civic welfare and their potential impact on health attributes of
communities. At the culmination of this review, I argue that there exists a gap in
theoretical understanding of local-level community variation in suicide that may be
partially filled by including some previously ignored community structural factors. In
particular, I discuss the concept of structural pluralism as an explanatory factor of
suicide. Finally, drawing from the literature I provide an overview of the conceptual
model.
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Trends and Correlates of Suicide
Suicide is not a rare phenomenon. Suicide and suicidal behavior affect
individuals of all ages, genders, ethnicities and religious groups across the planet.
Suicide was the eleventh leading cause of death in the United States in 2004.
Approximately 500,000 suicide attempts were made that year and an estimated 31,000
individuals died as a result. Suicide was the third leading cause of death among young
people 15 to 24 years of age, behind accidents and homicides. In 2003 and 2004, suicide
was the eleventh leading cause of death in the U.S., claiming respectively 31,484 and
32,439 lives for each year, with a rate of 11 suicides per 100,000 and one suicide
occurring every 17 minutes (See Table 2.1). When examining how suicide varies across
major demographic characteristics, the data shows that males have higher rates than
females, whites have higher rates than nonwhites, and the elderly and young have higher
rates than individuals in other age categories.

Table 2.1:

Suicide by Sex, Race and Age, 2004
Number

Per day

Rate

National Total
32,439
88.6
Sex
Male
25,566
69.9
Female
6,873
18.8
Race
White
29,251
79.9
Nonwhite
3,188
8.7
Black
2,019
5.5
Age
Elderly (65 and over)
5,198
14.2
Young (15-24)
4,318
11.8
Center for Disease Control and Prevention (2006)

11.1

Percent of
All Deaths
1.4

17.7
4.6

2.2
0.6

12.3
5.8
5.2

1.4
0.9
0.7

14.3
10.4

0.3
12.9
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In addition, suicide attempts and other acts of self-harm that result in nonfatal
injuries affect the health of many persons and families. There are no official national
statistics on attempted suicide; however the American Association of Suicidology (AAS)
has estimated that there are 25 attempts for each death by suicide. Risk of attempted
(nonfatal) suicide is greatest among females and the young. Ratios of attempted to
completed suicides for youth are estimated to range between 100 to 1 and 200 to 1 (See
table 2.2). In 2004, the most recent year for which final ambulatory hospital data are
available, approximately 535,000 visits to U.S. emergency departments were made after
attempted suicides or because of other self-inflicted injuries (McCaig, Nawar 2006).

Table 2.2:

Suicide Attempts, 2004

Attempts (figures are estimates; no official U.S. national data are compiled):
• 810,975 annual attempts in U.S. (using 25:1 ratio)
• 810,975 attempts translates to one attempt every 39 seconds
• 25 attempts for every death by suicide for nation; 100-200:1 for young; 4:1 for
elderly
• 3 female attempts for each male attempt
Center for Disease Control and Prevention (2006)

In terms of geographic settings, in the Unites States rates have varied by region,
with the highest rates being found in the West (14.7 suicides per 100000 people), which
is followed closely by the South (13.1 per 100000), the Midwest (10.9 per 100000), and
the Northeast (8.6 per 100000). In a study examining suicide variation, (McKeown,
Cuffe, Shulz 2006) found that this regional variation remained after control for age,
race/ethnicity, and gender. In terms of variation across states, New York and New Jersey
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were found to have the lowest suicide rate, 6.4 per 100,000. Wyoming had the highest
state rate, 21.1percent per 100,000.
As indicated above, suicide is a behavior which disproportionately affects
different groups of people. There are well established correlations between suicide and a
number of socio-demographic variables. Below, I review the more significant correlates
of suicide.

Gender and Suicide
Suicide is strongly related to gender with suicide being much more likely among
males. Males complete suicide at a rate four times that of females. However, females
attempt suicide three times more often than males (AAS 2006). Males between the ages
of 20 and 24 were 5.8 times more likely than females to complete suicide. Males between
15 and 19 were 3.6 times more likely than females to complete suicide (AAS 2006).
There is a distinct gender difference in the manner by which people commit
suicide. While firearms remain the most commonly utilized method of completing suicide
by essentially all groups (more than half (52 percent) of the individuals who took their
own lives in 2004 used this method), males (58 percent firearms; 42 percent other
method) used firearms more often than their female counterparts (33 percent firearms; 67
percent other method). The most common method of suicide for all females was
poisoning (NCIPC 2004).

8

Age and Suicide
There is a well established relationship between age and suicide. Suicide tends to
be positively related with age. Elderly people have the highest rates of suicide. The
higher rate of suicide among the elderly is generally accounted for by higher levels of
depression or other problematic health attributes (i.e. chronic or terminal illnesses), social
isolation, and lower financial security. However, there are some interesting patterns
within age groups. Specifically, suicide rates increase among teens and young adults and
then decline before increasing with middle age. Below I examine the research patterns
within three distinct age groups – teens, college students, and the elderly.
While suicide is more likely among the elderly, in 2004, suicide ranked as the
third leading cause of death for young people (ages 15-19 and 15-24); only accidents and
homicides occurred more frequently. Although suicides accounted for 1.4 percent of all
deaths in the U.S. in 2004, they comprised 12.9 percent of all deaths among 15-24 year
olds. Of the 32,439 people that completed suicide in 2004, 4,316 were completed by
people between the ages of 15 and 24. In the past 60 years, the suicide rate has
quadrupled for males 15 to 24 years old, and has doubled for females of the same age
(AAS 2006).
Youth (ages 15-24) suicide rates increased more than 200 percent from the 1950’s
to the late 1970’s. From the late 1970’s to the mid 1990’s, suicide rates for youth
remained stable and, since 1994 they have declined 28.5 percent (McKeown, Cuffe,
Shulz 2006) (See Figure 2.1). Most adolescent suicides occur after school hours and in
their home.
9

Figure 2.1

Suicide Rates for Ages 15 to 19 ( Reproduced from AAS, 2006)

Firearms are the most commonly used suicide method among youth, responsible
for 49 percent of all completed suicides. However, in the last decade, for youths aged 15
to 19, this rate decreased, from 7.3 in 1992 to 3.8 in 2004; correspondingly, suicide rates
by suffocation increased from 1.9 in 1992 to 3.3 in 2004 (NCIPC 2004).
A special category of youth at high risk of is represented by college students. The
rate of completed suicide for college students in 1997, according to the SPRC (1997) was
7.5 per 100,000. It is estimated that there are more than 1,000 suicides on college
campuses per year. In 2000, the American College Health Association surveyed 16,000
college students from 28 college campuses. The study showed that 9.5 percent of
students had seriously contemplated suicide and 1.5 percent had made a suicide attempt.
In the twelve month period prior to the survey, half of the sample reported feeling very
10

sad, one third reported feeling hopeless and 22 percent reported feeling so depressed as to
not be able to function. The survey concluded that two groups of students might be at
higher risk for suicide: students with a pre-existing (before college) mental health
condition, and students who develop a mental health condition while in college. Within
these groups, males, Asians and Hispanics, and students under the age of 21 were more
likely to experience suicide ideation and attempts. Reasons attributed to the appearance
of disorders were principally the following: new and unfamiliar environment; social
pressures; feelings of failure or decreased performance; alienation; and stress. As with
the general population, depression is considered to play a large role in suicide among
college students. In particular, ten percent of college students have been diagnosed with
depression (NMH, 2001).
At the other end of the age spectrum, elderly adults (over the age of 65) have rates
of suicide close to 50 percent higher than that of the nation as a (See Figure 2.2). The
suicide rate in the U.S. is higher for those over 65 than for any other age group. The
elderly make up 12.3 percent of the population, but 17.5 percent of all suicides. The rate
of suicide for the elderly for 2004 was 14.3 per 100,000, resulting in 5,198 suicides
among those 65 and older. Elderly white men have been found to be at the highest risk
with a rate of approximately 31 suicides per 100,000 each year. Approximately 85
percent of elderly suicides were male; the rate of male suicides in late life was 7.7 times
greater than for female suicides. The rate of suicide for women typically declines after
age 60 (after peaking in middle adulthood, ages 45-49).
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The suicide rate for the elderly reached a peak in 1987 at 21.8 per 100,000 people.
Since 1987, the rate of elderly suicides has declined 28 percent (down to 14.3 in 2004).
This is the largest decline in suicide rates among the elderly since the 1930s (AAS 2006).
One of the leading causes of suicide among the elderly is depression, often undiagnosed
and/or untreated. In the elderly, common risk factors include: recent death of a loved
one; physical illness, perceived poor health; social isolation and loneliness; major
changes in social roles (e.g. retirement) (NCIPC 2004).

Figure 2.2

Suicide Rates for Ages 65 to 85+ (Reproduced from AAS 2006)

Although older adults attempt suicide less often than those in other age groups,
they have a higher completion rate. For all ages combined, there is an estimated one
suicide for every 25 attempted suicides. Among the young (15-24 years) there is an
estimated 1 suicide for every 100-200 attempts. Over the age of 65, there is one estimated
suicide for every 4 attempted suicides.
12

Firearms were the most common means (72 percent) used for completing suicide
among the elderly. Men (92 percent) use firearms 11.5 times more often than women (8
percent). Alcohol or substance abuse plays a diminishing role in later life suicides
compared to younger suicides (NCIPC 2004).

Race and Suicide
In terms of race, Whites (12.3 per 100,000) have higher rates of completed
suicides than African Americans (5.2 per 100,000). In 2004, 2,019 African Americans
completed suicide in the U.S. These account for 6.2 percent of all suicides in 2004. Of
these, 1,655 (82 percent) were males (rate of 8.98 per 100,000). The suicide rate for
females was 1.8 per 100,000. In 2004, there were only 364 African American female
suicides. The ratio of African American male to female was 4.54 to 1. The suicide rate
among African American females was the lowest of all racial/gender categories. As with
all racial groups, African American females were more likely than males to attempt
suicide and African American males were more likely to complete suicide. From 1993 to
2003, the rate of suicide for African Americans (all ages) showed a small but steady
decline (from 6.9 in 1993 to 5.1 in 2003). For whites, the rate declined until 1999 (from
13.0 in 1993 to 11.5 in 2000), and then has increased slightly since 2000 (See Figure 2.3
and Table 2.3) (AAS 2006).
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Figure 2.3

Suicide Rates for African Americans and Whites, 1992-2004 (Reproduced
from AAS 2006)

Table 2.3:

Suicide by Race and Gender, 2004

Group

Number of
Suicides
White Male
23,081
White Female
6,170
Nonwhite Male
2,485
Nonwhite Female
703
Black Male
1,655
Black Female
364
Hispanic s
2,207
Native Americans
404
Asian/Pacific Islanders
765
Centers for Disease Control, 2006

Percent
71.2
19.0
7.7
2.2
5.1
1.1
6.8
1.2
2.4

Rate (per 100,000)
19.6
5.1
9.3
2.4
9.0
1.8
5.3
12.9
5.6

Suicide was the third leading cause of death among African American youth, after
homicides and accidents. The suicide rate for young African American youth was 7.22
per 100,000. In addition, the rate of male suicide (12.19 per 100,000) was 5.6 times
higher than that of females (2.16 per 100,000). African American youth suicide rates
14

were generally low until the beginning of the 1980s when rates began to increase
radically. Between 1981 and 1994, the rate increased by 78 percent. Since then, the rate
has decreased 59 percent, from 11.48 in 1994 to 7.22 in 2004.
Although white youth are twice as likely as African American youth to complete
suicide, the rate of suicide grew faster in this time period among African American youth
than among white youth. Males accounted for 90.5 percent of African American elderly
(65 and older) suicides (AAS 2006).
Unfortunately data on gender were not available for Hispanics, Native Americans,
and Asians/Pacific Islanders. However, it is clear that, among these three groups,
Hispanics have significantly higher rates of suicide.
Firearms were the dominant method of suicide among African Americans
regardless of gender and age; among 15 to 24 year olds, 56 percent of all suicides were
by firearm, among 25 to 34 year olds, 51 percent of all suicides were by firearm, and
among those 65 and older, 79 percent of all suicides were by firearm (NCIPC 2004).

Community Size and Suicide
Mixed results have been found regarding the relationship between suicide and
community size. In general, higher levels of urbanization have been identified as a
contributing factor to suicide because urbanization increases population heterogeneity
and disconnection between people (Canvan 1928, Lester 1983, Stack 1978). Other
studies, however, have supported an opposing thesis by arguing that rural areas (areas
with less than 2,500 habitants) tend to have higher suicide rates than urban areas. The
15

rationale for this is that the social and physical isolation of rural areas leads to negative
changes in socioeconomic activities. In turn, unemployment and low income are leading
consequences to suicide.

Marital Status and Suicide
Marital status is strongly related to suicide, as suicide has been shown to be
higher for those that are divorced and widowed than for single people. Specifically, rates
of suicide as high 660 per 100,000 population have been reported among widows, which
is up to 50 times higher than the average suicide rate for the general population (Platt,
Backett, and Kreitman 1988; Smith, Mercy, Conn 1988). The strong association between
divorce and suicide can also be observed at the societal level. In particular, U.S. states
with higher divorce rates have also been found to have higher suicide rates. (Hassan
1995).

Religious Affiliation and Suicide
In general, religion and religious ties have been found to be associated with
suicide. In particular, greater moral objections to suicide and lower aggression level in
religiously affiliated subjects (i.e. member in or belonging to a religious church or
congregation) have been suggested to function as protective factors against suicide
attempts. Similarly, religiously unaffiliated, atheist, and agnostic subjects have in general
significantly more suicide attempts. Unaffiliated subjects are profiled as younger, less
likely to be married or have children, and have less contact with family members.
16

Furthermore, subjects with no religious affiliation perceive fewer reasons for living, and
in particular fewer moral objections to suicide (Kanita, Oquendo, Grunebaum, Ellis,
Burke, and Mann 2004).
Based on Durkheim’s classic explanation, traditional Catholicism, as opposed to
Protestantism, requires extensive ritual and subordination of the believer to the church
hierarchy. As a consequence of this kind of integration, people have less chance of
suicide. However, critics of Durkheim have argued that any differences between
Protestants and Catholics are small and maybe due to other factors. Halbwachs (1930)
and Masaryk (1970) observed that there is great variation in suicide among various
Protestant sects, and more recent works have focused on the idea that any apparent
differences between Protestants and Catholics in the late 1800s in Europe may have been
reflecting only socioeconomic differences between the two religious groups. In particular,
Stack (1980, 1981, 1983), Pope (1976) and Stark and Bainbridge (1982) each find strong
relationships between modernization and suicide. These more recent analyses of the older
data on suicide suggest that modernization could be in fact the key variable in
understanding who commits suicide. Religious affiliations are assumed to decrease with
modernization, thus causing a rise in suicide. The authors believe their results seriously
challenge Durkheim's interpretation, although they also believe that religion may have
some independent effect on suicide. Overall, it is perhaps safe to conclude that modern
research has seriously challenged the idea that religion plays an independent role in the
suppression of suicide in modern times. Religion remains an important factor in terms of
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providing a protection effect against suicide; however, research suggests that other
significant factors need to be found in socioeconomic development.

18

Social Theories of Suicide
The consistency of correlations between suicide and a number of sociodemographic factors begs for sociological theory. Even if one assumes that individuals
who commit suicide manifest certain pathological emotional or personality attributes,
sociological theory is still pertinent in order to understand how some groups are
disproportionately affected.
The literature’s emphasis on psychological factors in explaining suicide draws
attention away from the importance of social factors. In some instances, however,
suicide is not preceded by warning signs and more importantly not all people who
commit suicide are suffering mental disorders. Conwell and Brent “consistently find
diagnosable psychopathology in 90 percent or more of completed suicide victims”
(1996:17). However, “diagnosable psychopathology” does not equate to mental disorder:
distressing emotions like anger, jealousy, sadness, fear, pain do not automatically prove
the presence of mental disorder (Pridmore 1998).
The problem with over-stating the existence of mental illness in suicide cases is
that attention is taken away form the importance of social factors. The ‘medicalization’
of suicide focuses the responsibility for the solution on mental health services rather than
on the broader community. In fact, social and community structures and their variations
may also be linked to suicide. For example, the higher rate of suicide observed among
elderly people might be explained as a result of social and demographic factors, as well
as a generational change in social organization. Low density of social relationships of
elderly people can be one of the reasons for the growth of suicide among this
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demographic group. Conversely, the density of relationships could guarantee a reduction
of the suicide rate (Catelli 2002). This study aims to understand how variations in the
sociopolitical structures in U.S. communities affect the nature of social relationships and
in turn promote or demote the health of their populations. One of the first and most
significant investigations of the social dynamics associated with suicide was undertaken
by the French Sociologist, Emile Durkheim.

Explaining Suicide Sociologically: The Durkheimian Legacy
Suicide carries a social and moral meaning in all societies. Not surprisingly,
suicide was one of the first social phenomena to be study in the history of the discipline
of sociology. At both the individual and population levels, suicide has long been
understood to correlate with cultural, social, political, and economic forces (Giddens,
1964). As such, understanding suicide and its causes requires an understanding of how it
varies and relates to social context.
Emile Durkheim provides the classical contribution to the sociological study of
suicide. He uses the term suicide to describe all cases of death resulting directly or
indirectly from a positive (e.g. shooting oneself) or negative (e.g. refusing to eat) act of
the victim, knowing that it will produce his/her death (Durkheim 1951:43). Durkheim
hypothesizes that the volume of suicide reflects the characteristics of social entities
independent of the individual victim, indicating suicide as a social fact.
To be able to understand the meaning of the social fact concept, we need to know
that the main focus point of Durkheim's doctrine was his insistence of the rejection of
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biological and psychological interpretations of social phenomena. He focused his
attention on the social-structural determinants of social problems. Social phenomena are
‘social facts,’ a central concern of sociology. Durkheim defines social facts as things
external to, and coercive of, the actor. These are created from collective forces and do
not emanate from the individual (Hadden 1997:104). ‘While they may not seem to be
observable, social facts ‘are to be studied empirically, not philosophically’ (Ritzer
1992:78). They persist over time while individuals die and are replaced by others.
Durkheim distinguishes social facts from psychological, biological, or economic
facts by noting that these are social and rooted in group values. At the same time, he
distinguishes the study of social facts from philosophy by arguing that the real effects of
social facts are “manifested in external indicators of sentiments such as religious
doctrines, laws, moral codes” (Hadden 1997:105) and these effects can be observed and
studied by sociologist.
Social facts regulate human social action and act as constraints over individual
behavior and action. They may be enforced by law or with other penalties associated with
violation of the values of the group. Individuals may be unaware of social facts and
generally accept them. In this case, individuals may accept the values and codes of
society and accept them as their own.
Social facts are delineated by Durkheim in material and non-material terms.
Material social facts are features of society such as social structures and institutions.
These could be the system of law, the economy, church and many aspects of religion, the
state, and educational institutions and structures. Nonmaterial social facts are the ones
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that constitute the main subject of study of sociology. They consist of norms, values, and
systems of morality. In Durkheim's terminology, some of these nonmaterial social facts
are morality, collective consciousness, and social currents. Some examples of modern
societies are the norm of the nuclear family stucture, the positive values associated with
family structures, and the negative associations connected to aggression and anger.
Social facts can also be divided into normal and pathological social facts (Hadden
1997:108-9). Normal social facts are the most widely distributed and useful social facts,
assisting in the maintenance of society and social life. Pathological social facts are those
that we might associate with social problems and ills of various types, and suicide can be
an example of this. As such, Durkheim states that the suicide rate of a population varies
inversely with the stability and durability of social relationships within that population
and social factors such as modernization and societal pressures (Durkheim 1951).
In the following paragraphs I will describe Durkheim’s examination of the extrasocial causes which could have a possible effect on suicide. Then, I will discuss the
nature of social causes, the effects they produce, and their relations to individual
conditions normally associated with the different kinds of suicide. Third, I will explain
Durkheim’s concept of “suicide aptitude,” the relative intensity which can be measured
by the proportion of suicides per total population. Finally, I will clarify the means by
which, according to Durkheim, this pathological social phenomenon might be
neutralized.
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Causes of Suicide
In order to understand the real factors that cause suicide, Durkheim utilizes the so
called “argument by elimination;” it refers to the rejection of alternative explanations of
suicide in order to remain with only one cause able to explain the phenomenon.
Durkheim suggests that there are two kinds of general extra-social causes that could have
an influence on the suicide rate: (1) the individual psychological constitution, normal or
pathological, varying from country to country, and (2) the nature of the external physical
environment, referring to factors like climate and temperature.
The first individual psychological factor cited by Durkheim is insanity. Durkheim
eliminates this reason by rejecting the concept that suicide is itself a special form of
insanity. He states that suicidal insanity is a “monomania,” a form of mental illness
limited to a single act or object, and very few cases of it have been proved to exist (Tullis
1998). Also, he argues that suicides committed by the insane are based on motives that
are only hallucinatory, while many suicides are “doubly identifiable as being deliberate
and springing from representations involved in this deliberation which are not purely
hallucinatory” (Durkheim, 1951:67). The majority of suicides, Durkheim concludes, are
not connected with insanity. In the same way Durkheim rejects alcoholism as an
influential cause of suicides on the basis that geographical distributions of alcohol
consumption does not correlate with suicide. Concluding, Durkheim argues that a
psychopathic state may predispose some individuals to suicide, but it is not the real cause
that explains the permanence and variability of suicide rates.
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Two other causes of suicide considered by Durkheim are race and climate. At the
time of Durkheim’s research (i.e. the turn of the 19th century), a common explanation for
human behavior was social type. For some, racial groups represented an evolutionary
progression. Thus, some believed that certain racial groups were more vulnerable to
pathological tendencies because they lacked physiological/genetic attributes. For those,
race was perceived as an indication of cultural tendencies. In both of these terms,
Durkheim rejected the hypothesis that suicide is the consequence of tendencies featuring
specific major social types, referring to individuals recognized as typical example of a
social category linked to other individuals with similar values, behavior, style, and habits.
He in fact observes very evident variation in social suicide rates within the same social
type.
Referring to climate, Durkheim demonstrates that cold, foggy conditions are not
related to suicide. In fact, in every country for which statistics were available, the suicide
rate is higher in spring and summer than in fall and winter. Durkheim observed that
suicide increases in those months, days of the week and hours of the day when social life
is most active, and decreases when collective activity declines, anticipating the real cause
of suicide being the consequence of the intensity of social life (Jones, 1993).
Finally, Durkheim refuted another psychological theory, Tarde’s (1898)
hypothesis that social facts, and suicide in particular, are the consequence of imitation. In
order to explain the genesis and development of suicide, Tarde focuses on
communication, defined as transmission of cultural forms like language and religions.
This is the only central and significant fact of social life. The key to understand social
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phenomena is merely individual psychology. According to Tarde, social groups are the
sources from which news ideas and inventions are transmitted by imitation, representing
the social process. “Thus, the unvarying characteristics of every social fact whatsoever is
that it is imitative. And this characteristic belongs exclusively to social facts”
(Tarde1898:40-41). Durkheim's answer to Tarde’s theory was based on his own
definition of imitation: “Imitation exists when the immediate antecedent of an act is the
representation of like act, previously performed by someone else; with no explicit or
implicit mental operation which bears upon the intrinsic nature of the act reproduced
intervening between representation and execution” (Durkheim1951:129). Based on the
above definition, imitation is described as a psychological phenomenon; to suggest that
the suicide rate might be explained by imitation, therefore, was to suggest that a social
fact might be explained by a psychological fact; instead, he continued, no social element
is involved when we imitate beliefs and practices. Durkheim acknowledges that suicide
can be a very contagious phenomenon, but this type of suicide is rare and necessarily has
no social consequences; meaning that it does not affect the social suicide rate. Its
consequences might instead be just individual and sporadic. To prove the authenticity of
Tarde’s theory, Durkheim insists, we should see first a reflection in the geographical
distribution of suicides, that is, the rate typical of one country should be transmitted to its
neighbors; and second we should see a model of particularly intense suicidal activity to
be imitated. Empirically, he argues, we should be able to expect the geographical
distribution of suicides to reveal a pattern of concentration around major cities, less
intensive going out from the center of the area. Instead, he finds suicide occurring in
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relatively homogeneous masses over large regions with no central nuclei, suggesting the
complete absence of any local influence of imitation, and, more important, he found the
presence of a link between general causes of the social environment and the suicide rate.
In fact, he noticed that a rapid change in that social environment is accompanied by an
equally rapid change in the suicide rate.
Durkheim ends his discussion of the organic-psychic and physical environmental
factors by concluding that they can not explain “each social group specific tendency to
suicide.” (Durkheim 1951:145).

Four Types of Suicide
By eliminating other explanations, Durkheim claims that suicide must depend on
social factors, with the degrees of integration and regulation into society being either too
high or too low. Social integration refers to the level of attachment of people to their
groups. The term integration indicates the process of combining a group of persons to
integrate into the mainstream of the society, and thus to benefit of the opportunities,
rights and services available to the members of the mainstream of the society. According
to Durkheim, abnormally high or low levels of social integration may result in increased
suicide rates; low levels have this effect because low social integration results in
disorganized society, causing people to turn to suicide as a last resort, while high levels
cause people to kill themselves to avoid becoming liabilities on society. Also, according
to Durkheim, social regulation refers to degrees of normative regulations people have in
their communities. When social regulations break down, the controlling influence of
26

society on individual propensities is no longer effective and individuals are left to their
own devices. Such a state Durkheim calls anomie, referring to a condition of relative
normlessness in a whole society or in some of its component groups. Anomie
characterizes a condition in which individual desires are no longer regulated by common
norms and where, as a consequence, individuals are left without moral guidance in the
pursuit of their goals.
Durkheim classified suicides into four distinct types or species based on their
similarities and differences. More specifically his goal is to “first seek the social
conditions responsible for them; then group these conditions in a number of separate
classes by their resemblances and differences, and be sure that a specific type of suicide
will correspond to each of these classes”(Durkheim 1951:147). In order to determine the
causes of suicide, Durkheim studied some specific social environments, religious
affiliations, familial and political society, across which the variations in suicide rates
occur, and within which their causes might be found.
Egoistic Suicide. This type of suicide occurs where and when the degree of social
integration is low, and a sense of meaningless emerges among individuals. In traditional
societies this situation is not likely to be, because they are characterized by mechanical
solidarity where the strong collective consciousness gives people a wide sense of
meaning to their lives. However, Durkheim argues, within modern society, the collective
consciousness is weaker, meaning that people may not see the same meaning in their
lives. Consequently, uncontrolled search of individual interests may lead to strong
dissatisfaction. One of the consequent results of this can be suicide. In fact, he argues,
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“the bond attaching man to life relaxes because that attaching him to society is itself
slack. The individual yields to the slightest shock of circumstance because the state of
society has made him a ready prey to suicide.” (Durkheim 1951:214-215). On the other
hand, individuals who are strongly integrated into a family structure, a religious group, or
some other type of integrative group are less likely to encounter these problems, and that
explains the lower suicide rates among them. The factors leading to egoistic suicide can
be represented by social currents such as depression and disillusionment, included in
Durkheim’s concept of social facts. “Actors are never free of the force of the collectivity:
however individualized a man may be, there is always something collective remaining:
the very depression and melancholy resulting from this same exaggerated individualism.’
(Durkheim1951:214).
Altruistic Suicide. This is type of suicide occurs when integration is too great, and
the collective consciousness too strong. The social currents that go along with this very
high degree of integration can lead individuals to “feel it is their duty” to commit suicide
(p. 91). Durkheim brings examples from primitive society featured by suicides of those
who are old and sick, suicides of women following the death of their husband, and
suicides of followers after the death of a chief. According to Durkheim this type of
suicide actually ‘springs from hope, for it depends on the belief in beautiful perspectives
beyond this life.” In this case, the altruist individual sacrifices his life for a goal beyond
this world, conceiving consequently that this world is an inconvenient obstacle.
Anomic Suicide. The term anomie comes from the Greek meaning lawlessness.
Specifically, it refers to the social instability resulting from breakdown of standards and
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values. Anomic suicide is related to social consideration where regulation is too low.
Durkheim argues that there is a relation between a society’s suicide rate and the way it
controls and regulates individual’s needs. This can occur when the normal form of the
division of labor is disrupted, and the collectivity is temporarily incapable of exercising
its authority over individuals. Periods associated with economic depression (stock market
crash of the 1930s) or extremely rapid economic expansion is the most likely times when
this can happen. Usually, society plays a regulatory function, constraining individual
needs and aspirations. However, when dramatic social change occurs it can make it
difficult for a society to perform its regulative function. New situations where norms
have yet to be established weaken the regulative effect of structures, and the individual
may feel rootless. In this situation, an individual may be subject to anomic social
currents. Happiness, Durkheim argues, exists when individual needs are sufficiently
proportionate to the means of achieving them. When needs surpass the capacity to satisfy
them, the result is a lack of productivity and can lead to a general weakening for the
impulse to live. He concludes that “to pursue a goal which is by definition unattainable,
is to condemn oneself to a state of perpetual unhappiness.” (Durkheim 1951:247). People
that are freed from constraints become ‘slaves to their passions, and as a result, according
to Durkheim’s view, commit a wide range of destructive acts, including killing
themselves in greater numbers than they ordinarily would.’ (Ritzer 1992:92). In addition
to economic anomie, Durkheim also analyzes domestic anomie. The power of marriage,
in fact, is very significant in terms of regulation of physical instinct and moral feelings.
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Fatalistic Suicide. Durkheim also suggested that a type of suicide can occur when
a society over regulates or controls its members. He refers to this form of suicide as
fatalistic. Durkheim considers the possibility that “persons with futures pitilessly blocked
and passions violently choked by oppressive discipline” may see no way out. In this type
of society an individual might see no possible manner in which their lives can be
improved, and a state of melancholy sets in. In this way, persons may be subject to social
currents of fatalistic suicide.
Finally, Durkheim explains how these types of suicide are not found individually:
different causes, in fact, can distress the same individual in the same time, originating
“composite modes” of suicidal aptitude. In other words, we can find any combination of
suicide causes. Egoism and anomie, for example, can be easily found together: an
egoistic individual is often introverted, dispassionate, and lacking in aspirations.
Similarly, anomic and altruistic causes can come together: “the exasperated infatuation
produced by anomie may coincide with the courageous, dutiful resolution of the altruist”
(Jones 1993: 102). Finally, egoism and altruism may be found together in specific
situations to be effective causes of suicides: within a society undergoing disintegration,
individuals might group together, constructing extreme ideals and devoting themselves to
them to the extent that they become isolated from everybody else. In general, the suicide
aptitude is defined by Durkheim as ‘the rate of mortality through suicide, characteristic of
the society under consideration”, based on its insufficient or excessive degree of
integration or regulation. This rate, Durkheim insists, is both permanent (the rate for any
individual society is less variable than that of most other leading demographic data,
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including the general mortality rate) and variable (the rate for each society is sufficiently
peculiar to that society as to be more characteristic of it than its general mortality rate).
To find a way to reduce what Durkheim calls this ‘pathological phenomenon’, we
need to understand that the root of the problem is actually an exaggeration of acts that are
considered normal in any societies. For example, the legal and the educational systems
are products of the same currents that cause suicide. The same systems that are supposed
to create and maintain the bonds between the individual and the social group, Durkheim
notices, now just fail to play this fundamental role. The solution has to be found in the
attempts to reestablish these bonds. What is needed is a social group able to exercise this
reintegrative function. However, the main social groups, state, religion, and the family,
were able to prevent suicides in the past only because they were cohesive, integrated
societies in themselves; and, having lost that character, they no longer have that effect.
The “occupational group” or corporation is indicated by Durkheim as a social group
featuring integrative and preventative potential. “Its influence on individuals is not
intermittent, it is always in contact with them by the constant exercise of the function of
which it is the organ and in which they collaborate. It follows the workers wherever they
go; wherever they are, they find it enveloping them, recalling them to their duties,
supporting them at need” (Durkheim 1951: 378). Finally, corporate action makes itself
felt in every detail of our occupations, which are thus given a collective orientation”
(Durkheim 1951:379). However, in order to prevent the suicide’s causes, the
occupational groups must become a recognized organ of public life, and be granted social
functions like the supervision of insurance, welfare, and pensions. But above all, the
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occupational group must exercise a moral function. “Whenever excited appetites tended
to exceed all limits,” Durkheim explained, “the corporation would have to decide the
share that should equitably revert to each of the cooperative parts. Standing above its own
members, it would have all necessary authority to demand indispensable sacrifices and
concessions and impose order upon them. Thus, a new sort of moral discipline would be
established, without which all the scientific discoveries and economic progress in the
world could produce only malcontents. (Durkheim1951:383).
In conclusion, Durkheim’s analysis of suicide shows how social factors can be
emphasized as opposed to the psychological and biological, and how it results in some
useful ways of analyzing the actions of individuals. Suicide rates as expressions of social
currents are social facts that affect societies and individuals within societies. Durkheim
does not discharge the use of psychology; it is still useful in determining individual
motives and the specific circumstances that can lead to suicide. However, these
circumstances should be analyzed by taking in consideration the context of the social
currents to which individuals are subject.

Extensions of Durkeimian Theory
Durkheim’s work has played a central role in most past and recent sociological
explanations of suicide. He was one of the first scientists to develop a comprehensive
sociological theory of suicidal behavior and to introduce a wide selection of statistical
data to support his hypotheses with many examples and statistical graphics from ancient
(even primitive) and, then, modern societies.
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However, Durkheim’s work was not exempt from significant criticism. Authors in
fact have dedicated many pages to critiquing his work. Several of them even believe that
Durkheim’s contributions have become outdated because of the limitations and
difficulties found in his work. Because of the importance of the critical issues, it is
important to summarize a selection of crucial aspects of these critiques, before presenting
Post-Durkheimian theories. First, many authors have noted the overlap between egoism
and anomie, arguing that there is no sufficient sociological distinction (Gibbs, Martin
1958; Sainsbury 1955). Durkheim himself stressed the identity of egoism and anomie; he
observed that egoism and anomie “are usually merely two different aspects of one social
state” (Durkheim 1951: 228).
Another important critical issue about Durkheim’s work is represented by his
“argument by elimination.” Considered as a good example of the Suicide’s power to both
persuade and mislead in his discussion of “extrasocial causes,” the argument consists of
“the systematic rejection of alternative definitions or explanations of a social fact, in a
way to provide credibility to the only remaining reason, Durkheim's own” (Jones, 1993:
11). The argument by elimination leads to specific problems: in fact, other alternatives
may exist; and, the conditions and causes they postulate separately might be conjoined to
create better adequate explanations other than Durkheim’s “sole remaining” candidates
(Jones, 1993).
Another often discussed limitation is represented by the “petitio principi,” that is
the words and phrases used to express the premises of an argument are synonymous with
the words and phrases used to express the conclusion. In this case, the conclusion simply
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restates the premises, with minor changes. This is a feature of Durkheim's work as a
whole. The source of criticism here consists in fact, again, that it does make it impossible
to consider alternative causes, and thus to evaluate Durkheim's elaborate statements. “In
The Elementary Forms, for example, Durkheim first defined religion as a body of beliefs
and practices uniting followers in a single community, and later he concluded that this is
one of religion's major functions” (Jones, 1993: 17).
Another significant source of critique is Durkheim's use of a language that was
both highly metaphorical and confusing, featured by biological metaphors suggesting, for
example, that society is like an alive organism; the critique consisted on the fact that in
Suicide this language made it difficult for Durkheim to explain clearly his interpretation
and perception of the suicide phenomena in terms of social conditions (Selkin, 1983).

Post-Durkheimian Theories of Suicide
In view of all of the above limitations, it would be hard to believe that Durkheim
successfully demonstrated “what he thought he had and what so many since have
believed he did” (Marra and Orru’, 1991:285). In spite of that, Durkheim’s Suicide
remains the most significant sociological work on suicide, primarily because of its
innovating idea of scientific investigation of a social phenomena and because it breaks
with the tradition of research on suicide, hostile to the dealing of suicide as actions
caused by social meanings. The extensive literature dealing with it in the social sciences
testifies to the attention it orders in the field. Since the appearance of Suicide in 1897,
sociologists have prolifically written to explain patterns in suicide rates both within and
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across societies. Most of them have focused their work to clarify Durkheim’s
identification of types of suicide and agreed with the Suicide that causes of voluntary
death must be treated as a social problem independent of personal grief because it
represents a measurable loss to society (Douglas, 1967). In the paragraphs that follow I
will outline the main positions of the Post-Durkheimian theoretical orientations.

Integration Theory of Suicide
Following Emile Durkheim’s principles, Gibbs and Martin (1958) focus on the
fact that the volume of suicide reflects the basic characteristics of social units
independent of the individual victims. The suicide rate of a population, in particular,
varies inversely with the stability and durability of social relationships within that
population. The focus of this theory seeks to address the ambiguities in Durkheim’s
concept of ‘social integration.’ Durkheim, they argue, does not provide any empirical
references or operational definition for the above concept. Consequently his proposition
is supported, once again, not by its predictive power but by his forceful argument in its
defense. To fill this gap, they operationalize the concept of social integration, referring to
it as ‘the stability and durability of social relationships’ by observing the degree of status
integration within a population. According to Gibbs and Martin, ‘the stability and
durability of social relationships within a population varies directly with the extent to
which individuals in that population conform to the patterned and socially sanctioned
demands and expectations placed upon them by others’(Gibbs, Martin 1958:141). In a
society, in fact, an individual’s social identification, his status, determines the demands
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and expectations to which he must conform in order to preserve his social relationships
and to maintain his ‘rights’ – the demands and expectations he can make of others.
Demands and expectations constitute the roles of that status. ‘The extent to which
individuals in a population conform to the patterned and socially sanctioned demands and
expectations placed upon them by others varies inversely with the extent to which
individuals in that population are confronted with role conflicts’ (Gibbs, Martin
1958:143). By defining status using social categories such as age, sex, occupation etc,
they argue that the more status conflict there is in an individual, the less frequently more
roles will be occupied by a given individual. “The extent to which individuals in a
population are confronted with role conflicts varies directly with the extent to which
individuals occupy incompatible statuses in that population” (Gibbs, Martin, 1958: 143).
Given a collection of statuses, the roles of each status tend to conflict more or less with
roles of other statuses. The individual is confronted with an incompatibility in statuses if
conformity to the roles of one status interferes with his conforming to the roles of another
status. Two statuses are incompatible only in the sense that their roles are conflicting as
described above. Conformity to the roles of a status would not be difficult if it were not
for the fact that each person occupies several statuses simultaneously. Consequently,
from the behavioral point of view two statuses with conflicting roles are only
incompatible when they are occupied simultaneously. “The extent to which individuals
occupy incompatible statuses in a population varies inversely with the degree of status
integration in that population.” Their basic idea is that the greater the status conflict of a
given combination of statuses, which they call status configuration, the more frequently
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an individual will change to another status configuration. Thus the relative lack of
occupancy of a status configuration shows how much status conflict there is in that
configuration. However, when an individual wants to leave a specific status
configuration filled of conflict and for some reason he/she can not, that individual leaves
life by means of suicide, or he/she does so with more frequency than others with less
status conflict. Gibbs and Martin status integration theory of suicide is significant to
report because it is one of the few works on suicide that can be considered as a theoretical
extension of Durkheim’s theory.

Status-Change Theories of Suicide
The relation between suicide and social status has been a field of particular
interest in sociology. Powell (1958:132) concluded that “the nature and incidence of
suicide varies with social status.” More specifically, the basic idea of this theory is that
the social validation of the self is a fundamental task and need for each individual. When
the individuals can not validate themselves through the normally approved form of status
activity, they is more likely to commit suicide.
However, empirical studies reveal contradictory findings about the nature of the
above relationship. Durkheim argued that suicide is very frequent in the highest classes of
society (1951:165). Moreover, further studies (Cavan, 1928; Henry and Short, 1954)
conclude that in general the category with the highest status position is the category with
the highest suicide rate.
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Other studies, on the other hand, reach opposite conclusions. Sainsburry (1955)
analyzed the economic status of people in London at the time of suicide and found that
the proportion of suicides in poverty areas was very high. Poverty, in fact, influences
those used to a better standard of living; they are unable to tolerate this new condition and
consequently they are more predisposed to suicide. An example of this theory was the
rise in suicide rate in the upper occupational classes during the economic depression.
Also, Breed (1963) discovered an excessively high suicide rate in the lower occupational
ranks; Maris (1969) concluded that the social status hierarchy is inversely related to the
suicide rate. Gibb and Porterfield (1997) studied the patterns of changes in prestige of
occupational position related to suicide. By analyzing statistics on the suicides officially
recorded in New Zealand, they found that both upward and downward mobility were
associated with significantly more suicide, but downward mobility seemed to be
associated with a higher suicide rate than upward mobility.
Finally, Dublin (1963) concluded that suicide is more frequent at the two
extremes of the economic scale; suicides of persons in the higher social status might be
due to stress associated with work; whereas in the lower social status, suicides could be
due to hopelessness or poverty, unemployment and insecurity.

Subculture Theory of Suicide
Halbwachs (1930) proposed a social psychological theory of suicide. His model
specifies more clearly the conditions under which lack of social integration may induce
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suicide. More specifically, he proposed that changes in consciousness of the individual’s
self breaks in social relationships and potentially precede the suicidal act.
Halbwachs argues that the sentiment one suddenly has of being alone, that results
from social chaos and damaged relationships, forces the individual toward suicide. For
Halbwachs, contrary to Durkheim, a break in relationships, which means a loss of social
integration, is a necessary but not a sufficient cause of suicide. Rather, as Halbwachs
suggests, a change in consciousness is sufficient cause. Detached from one group by a
sudden disturbance, the individual believes himself or herself incapable of ever finding
support in another, or anything to take the place of what he has lost, thus losing his
principle reason for living. Unlike Durkheim, Halbwachs emphasizes the efficacy of
internal sentiments, like anguish and terror, which arouse feelings of solitude that seem
without remedy. This anguish leads to social isolation, as Halbwachs explains: “When a
man is not in accord with the others on what he takes most to heart, and when their
representation of beings and things no longer clearly coincides with his own on any point
of interest to him, he is clearly isolated in their midst, not so much because he does not
understand them at all as because they do not agree with him” (Travis 1990).

Frustration-Aggression Theory
Henry and Short (1954) developed the frustration-aggression theory. The
fundamental theoretic purpose of the authors in this work is to combine psychological
and sociological variables to explain variations in suicide as well as homicide. According
to them, suicide results from individual’s frustration in their attempts to achieve their
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goals, defined by social standards, and the consequent aggressive feelings can be a
primary cause of extreme action directed either at themselves with suicide or at others
through homicide. Henry and Short argue that economic improvement leads to a
decrease in frustration and thus aggression, stating that there is a relationship between
suicide rates and business cycles. They also argue that frustration and aggression occur
differentially depending upon the degree of external restraint imposed upon the
individual. Since they assume that external restraint is inversely related to status, their
theory implies a positive correlation between suicide rates and status.
The social structure, in fact, presents differences in the socialization of
aggression; lower class individuals tend to express aggression outward (homicides) more
than inward (suicides) while upper-class individuals tend to express aggression inward
more than outward. Lower class individuals will show a preference for homicide over
suicide and upper –class individuals will show a preference for suicide over homicide
(Gold, 1958). On the most general level, Gold’s task is to show that sociological
variables like social class or status partially determine the choice between homicide and
suicide. However, in his argument concerning the relation between social class and the
inclination for the expression of aggression outwardly or inwardly, Gold merely
distinguishes between upper class and lower class without considering the possibility that
the middle-class individuals would show very different tendencies so that there would not
be any simple monotonic relation between variables. He justifies this by stating that
stratified data are not available to test the prediction that middle-class people are more
likely than working class people to commit suicide (Douglas, 1967).
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Ecological Theories of Suicide
A different approach on the study to suicide is represented by ecological theories.
Ecological analysis examines the impact areas or local environments on behavioral
patterns of individuals residing them. More specifically, the ecology of suicide refers to
the analysis of how the characteristics of certain areas can influence suicide rates. The
first ecological works on suicide after Durkheim (Cavan, 1928; Schmid, 1928) related
suicide to physical aspects of the city and to the types of social relations caused by the
physical and population factors of the city. Here the emphasis was on the causal
importance of the physical environment of the individuals; more specifically, the
suicidogenic effect of cites was stronger in the core areas, where suicide rates were
higher, and lower in areas further away from the core. Inner city districts had a mixed
composition of residents and an increased turnover of population, impeding the
development of a constant system of norms and values. As a result, the lack of stable
relationships caused individuals becoming isolated and more likely to commit suicide, in
particular when certain psychological individual characteristics were also present.
Maris (1969) brought a new character to the ecological study of suicide; he
reported a positive relation between suicide rate and residential mobility as well as the
proportion of population with higher level education and white-collar occupations. He
emphasized certain population characteristics as the dominant causes of social
disorganization, assumed in turn to cause suicide. Following Durrkheim’s doctrine,
Maris argued that higher status persons are less constrained by the society than are those
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lower in the social hierarchy and that it is this relative lack of constraints that makes them
most vulnerable to suicide.
Another ecological approach is brought by Sainsbury (1955). He argued that the
amount of mobility and the degree of isolation in a district are linked to suicide rate; these
variables in fact contribute to a community life that is unstable, without any order. More
specifically, like described above, he considered relationships between variables as
unemployment, poverty, loss of status and suicide rates of a given population area of
London.
In general, ecological theories believe that the social-cultural system is of
fundamental importance in the causal process of suicide. Suicide is a consequence of a
failure of social control over the behavior of the person, and consequently a phenomenon
of social disorganization or isolation. Societies have mechanisms to prevent suicide and
to reinforce in their members the sense of life; suicide reflects failure in such mechanism.
However, in order of social disorganization to be able to be a main factor in explanation
of suicide, it must be accompanied by another important factor: personal disorganization:
like for the above described theories, “when for any reason there is a break in the
reciprocal relation of subjective interests and external world, a crisis of crucial situation
exists and old habits and attitudes are not longer adequate to the situation. If an
adjustment cannot readily be made the person finds himself dissatisfied, restless,
unhappy, and in time unable efficiently to order his life. He is then personally
disorganized” (Cavan 1928:144).

42

Summary
In conclusion, the most significant contribution of the above works on suicide has
been the sociological perspective itself: the claim on considering suicide as the result of
social factors. In the past there has rarely been any suggestion that the specific interaction
processes between individuals in social frameworks might be of fundamental importance
in explaining suicide.
Nevertheless, while Durkheim’s work was able to correct and refine the prior
research featured by outdated statistics, later scholars have not been successful in going
beyond him. Among the works that use Suicide as a point of departure, it is, in fact, rare
to find further theoretical development. Some of the works that used data to assess and
extend Durkheim’s theory (Gibbs and Martin 1958; Halbwachs; Henry and Short 1954)
basically ignored the earlier works or limited themselves to brief summaries. Douglas
(1967) argues that Suicide itself is in part responsible for this lack of theoretical
accumulation. Its limitations, described above, have led more scholars to this
interpretation, thus neglecting cumulative theoretical progress. Such works (Gibbs and
Martin 1958) typically have assessed and suggested extensions of Durkheim’s theory, but
precluded the full development of their own theoretical analyses. “If this process has
fostered some originality in the interpretation of Durkheim, it also has thwarted
accumulation in studies of suicide in the Durkheimian tradition” (Douglas, 1967:158).
As a final point, two main sources of critical discussion can be highlighted. First
of all, both Durkheim and his successors’ central explanatory hypothesis is based on the
fact that “when social conditions fail to provide people with the necessary social goals
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and/or rules at the appropriate levels of intensity their socio-psychological health is
impaired, and the most vulnerable among them commit suicide” (Douglas, 1967:154).
However, this hypothesis does not explain what is meant by socio-psychological health,
if it is socially determined, and, specifically, if it is affected by some particular
community factors.
Also, and most significantly, there is another element in these various theories
that illustrates the need for a new theoretical approach to suicide as a social phenomenon:
not enough consideration is given to the problem of defining society or social structure.
Since the basic assumption was that the society creates the conditions that potentially
generate suicide, it would seem necessary to specify what a society is and what specific
elements of it are to be considered a part of it. Sociological analysis has traditionally
given attention to the protective functions played by being part of a community or social
group. Several studies have followed this position, and the notion that an individual’s
position in the social structure impacts on his/her physical and mental well being is amply
recognized in the literature (Aneshensel 1992; Pearlin 1989). More specifically, a sense
of community (social integration) and shared values (social regulation) can influence the
behavior and actions of individuals.
Particularly, a study on suicide and religious homogeneity (Ellison, Burr, McCall
1997) revises Durkheim’s thesis. Here, religious homogeneity is intended as a structural
factor of a community, specifically the extent to which community residents adhere to a
single religion or a small number of faiths. This homogeneity is indicated to enhance
social interaction, by increasing social bonds among persons from similar religious
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backgrounds. Also, as a consequence of sharing faith commitments, individuals have a
propensity to share other kinds of values, in terms of morality, family, and community
affairs. From this perspective, religion plays an important role in a community’s civic
life. Specifically, the authors argue that “such sphere coherence may buttress the
plausibility structures of many residents, thereby producing lower levels of suicide in
these locales” (pg.287). However, this theory seems to be more appropriate to be applied
to a ‘mechanical solidarity’ type of community, where social cohesion is based upon the
likeness and similarities among individuals, and largely depends on common rituals and
routines. Many of today’s societies, instead, follow the ‘organic solidarity’ type where
social cohesion is specifically based upon the dependence individuals have on each other.
Because a principal feature of modern societies is a complex division of labor,
individuals perform different tasks and often have different values and interests; though,
the order and very survival of society depends on their reliance on each other to perform
their specific task.
Theorists of suicide have traditionally assumed that cultures across different
societies are basically the same or at least that differences are not significant for an
explanation of suicide. In this context, variations in social structures of today’s
communities merit investigation in terms of their impact on people’s sense of personal
worth and belonging in society (Giddens 1964). Modernization and structural pluralism
theories provide a framework to better understand individual ties in a pluralistic society.
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Modernization Theory
A way to describe changes in social structures is offered by modernization theory.
This theory postulates that modernization is an irreversible process through which all
contemporary societies increasingly gravitate to and thus come to resemble one another
(Rostow, 1978, Zhang 1998). According to this theory, modernized societies share such
characteristics as nuclear family structure, secular ideologies, formal education systems,
high economic mobility, and an increasing of secondary group relations. Durkheim
(1951) was one of the early advocates of modernization theory attributing suicides
basically to the social factors that are the consequences of modernization. In Durkheim's
view, egoism and anomie are consequences of modernization’s effects via
industrialization, urbanization, and secularization. Specifically, the decline in
dependency of the individual to the group (i.e., increased egoism) increases suicide
potential. Also, the rise of capitalism and its dependency on escalating profits, in turn,
leads to certain forms of suicide (Durkheim, 1951; Stack, 1980). Durkheim's notion that
modernization is positively correlated with suicide has been examined in many crosscultural studies (Ellner, 1977; Simpson and Conklin, 1989; Stack 1981). Stack (1978), for
example, examined the relationship between economic growth and suicide rates within a
sample of 45 nations and found that the higher female participation in the labor force in
an industrialized society causes role conflict and, subsequently, more male suicides.
Nevertheless, countries modernized at the same level do not necessarily have the
same suicide rates. One criticism of modernization theory is that it neglects the
importance of culture and history in a society's economic development. It is not rational
46

to conclude that better life causes depression that leads to self-destruction (Wallerstein,
1974). Most likely it is not the effect of modernization as a whole but the effect of
certain indicators of modernization, such as industrialization and high residential
mobility, that coming together with modernization makes people in a modernized society
feel hopeless, depressed, or suicidal (Zhang, 1998).

Community Structural Factors
Eckersley and Dear (2002) argue that socio-structural changes in Western societies
in recent years have had an adverse impact in terms of increasing individualism, thus
contributing to a greater sense of isolation rather than support for individuals to remain
more socially connected and to view themselves as interdependent with others.
Specifically, greater dissatisfaction with life in terms, for example, of opportunities,
health services, and social networks has been identified (Katz, Buchanan, and McCoy
1999). On the other hand, some specific structural elements of a community have the
potential to protect against distress by protecting individuals’ socio-psychological health.
In these terms, social and economic factors may help us to understand variations
in suicide rates. In fact, suicide can be understood as a ‘barometer’ (Catelli 2003) of the
state of pathology of the community, and also as a symptom of the possible changes in
collective orientations of the community, to individualize periods of time when the social
tension reaches critical levels, and, consequently, to isolate the causes. Here, suicide can
be understood as a measure of high social pressure in groups or communities (Catelli
2003).
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A way to measure the impact of social and economic structures on sociopsychological health for communities was recently introduced by Young and Lyson’s
(2001) theory of structural pluralism. Young and Lyson define structural pluralism as the
community’s capacity for political competition, and political exchange. Here, political
competition includes all levels of competition, from legislative debate to grassroots
political involvement. Political exchange refers to the degree to which alternative
policies are publicly debated and evaluated. Structural pluralism affects community’s
welfare because of the presence of a greater density of networks of associations that
create problem-solving capacity for the community. Pluralism, specifically, is a type of
institutionalized problem solving capacity that generates a process for the communities
that it can be argued lower mortality. This is based on the fact that participation in
collective problem solving tends to create a ‘healthy’ social environment. While
pluralism promotes ideological diversity that sometimes generates conflict, it is argued
that more often than not it will generate interest which mobilizes groups to action in order
to address community goals. Thus, a vibrant and engaged citizenry is more likely to
support public/community institutions and resources. For example, we would expect to
find stronger educational institutions in politically plural communities. Likewise, it is
hypothesized that these communities would be more likely to promote public health and
medical infrastructure. Furthermore, participation in community organizations and
involvement in social networks, enhance the likelihood of accessing support which then
provides protection against distress, as a protective factor for psychological well being
(Berkman and Syme 1979; House, Robbins and Metzner 1982). Young and Lyson
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(2001) do find empirical support for their hypothesis. Using presence of membership
associations and small business to measure structural pluralism, they find that
communities which have higher levels of pluralism tend to have lower mortality.
Tolbert, Irvin, Lyson, and Nucci (2002) argue that the problem solving capacity of
communities which results from pluralistic political structures also promote civic welfare.
According to Tolbert et al. (2002), civic welfare is the degree of local capitalism and
civic engagement (economic and non-economic institutions) present in a community.
This approach focuses on the relationships between economic and noneconomic
institutions, maintaining that locally oriented capitalism and civic engagement are the
foundations of civic institutions that nurture trust and cooperation among citizens
(Putnam 2000; Etzioni 1996). In terms of local capitalism, locally oriented production
firms are likely to contribute to the civic culture because the owners and managers are
socially and financially invested in the community (Mills and Ulmer 1946). Further,
owners and managers of small firms frequently are active participants in the community's
civic affairs. In the various service and business clubs, organizations, and associations,
small business-people establish and maintain networks of local contacts and supporters
(Mills and Ulmer 1946). As a result of their strong and enduring community ties, they
may be less likely to pull out of the community during an economic downturn, and more
likely to support and lead local nonprofit institutions.
In terms of civic engagement, Putnam (1993) suggests that the proliferation of
associations is a central dimension of civic institutional structure. Civic welfare should
increase where there are more organizations that encourage association and are oriented
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toward the public good. Some organizations, like charitable organizations, are formed
specifically to enhance some aspect of the public good. Others, such as the VFW or the
YMCA, provide a space for community interaction that bonds members to community.
Both types increase community cohesion. Also, churches and faith-based organizations
provide a basis of association and mobilization for community problem solving.
Adherence to church embeds people in communities and increases the proportion of
people who stay in a community. Finally, local hangouts and gathering places, called
‘third places’ can be an important institutional mechanism for linking individuals
together in a community. These kinds of establishments have the function to create
horizontal linkages in a community, which increase civic engagement (Granovetter
1973). The proliferation of such public gathering places, then, increases the density of
network connections throughout the community that tie local business activity to local
populations so that locals find employment more easily. Third places, thus, are another
key aspect of civic community, which tie together the components of civic engagement
and local capitalism.
In conclusion, a climate in which civic community prospers is thought to enhance
local residents' well-being. Civic welfare is composed of high income levels, low
poverty levels, retention of residents, and low levels of unemployment (Tolbert, Irvin,
Lyson, and Nucci 2002) (see Figure 2.4). Like political pluralism, civic welfare should
be related to mortality. These characteristics of civic welfare might be specifically linked
with suicide rates. Current research demonstrates an inverse relation between income
and suicide (Barnes, 1975; Stack 1980). Unemployment has also consistently been
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shown to increase suicide (Li 1972; Stillman 1980). Furthermore, Stack’s research
(1980) shows that weak community ties, as shown by the percent of population change
due to migration, increase suicide.
Thus, both structural pluralism and civic welfare may be related to a community’s
health. In particular, the problem-solving capacity of a community as evidenced by the
level of political pluralism and civic engagement may operate to address local health
problems and to promote healthy behavior among its population.
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Figure 2.4

Civic Welfare Conceptual Diagram (Tolbert, Irvin, Lyson, and Nucci
2002)

Statement of the Problem
The goal of the above section was to review the extant sociological literature on
suicide – particularly the prevailing sociological theories on sociology. This review leads
to a conceptual framework to understand how suicide relates with variations in the
community structure. Because of the solitary nature of suicide, theoretical explanations
in the literature have often accounted for the phenomenon by examining individual and
personality characteristics. However, the literature also suggests that social and
economic changes in community are factors that are related to suicide. Durkheim, in
fact, argued that interactions among individuals toward common goals create a sense of
cohesion, creating stability and durability of social relationships in a community. This is
an important inhibitor of suicide. Changes in this balance can provoke increases in
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suicide. Based on this, it is necessary to examine to the social changes that occur in a
community. Today’s modernization processes tend to emphasize individualism and
dissociation, bringing dissatisfaction to people’s lives. Suicide is the extreme result of
these outcomes, and, consequently, suicide can be seen as a symptom of these conditions.
Following the concept of structural pluralism, suicide is framed as the outcome of
structural changes in the civic welfare of a community. Specifically, Young and Lyson
(2001) adopt structuralism pluralism theory to explain all causes of mortality. Here I
plan to test if structural pluralism along with civic welfare explain a specific type of
mortality – suicide. The conceptual model for the relationship between suicide, structural
pluralism, and civic welfare is illustrated below in Figure 2.5.
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Control Variables: Race; Age; Marital
Status; Education; Gender; Geographic
Setting; Regions; Religion.

Structural Pluralism

Suicide

Civic Welfare

Figure 2.5

Conceptual Model

The model shows the principal relationships between several variables. Clearly,
socio-demographic factors can have a direct effect on suicide rates; specifically, sociodemographic community factors such the community’s age composition, gender
composition, level of marriage, racial composition, religious affiliation composition,
level educational attainment, and geographic setting. Structural pluralism should also
directly affect suicide rates. Also, civic welfare is hypothesized to have a direct effect on
suicide rates. Additionally, civic welfare should positively affect structural pluralism.
Thus, civic welfare should also indirectly affect a community’s level of suicide. Based
on the conceptual model, the hypotheses of this research are as follows:

54

1.

Suicide rates will vary according the socio-demographic characteristics of

their communities in the following ways: a) the percentage of married people will be
negatively related to suicide rates, b) the percentage of African American population
will be inversely related to suicide rates, c) the percentage of college education
population will be inversely related to suicide rates, d) the percentage of females will be
inversely related to suicide rates, e) percent of population living in urban areas will be
positively associated with suicide rates, f) communities in Western and Southern regions
will have higher suicide rates than other regions, and g) the percent of Catholic
population will have an inverse relation to suicide rates.
2. Structural pluralism has a direct effect on suicide rates, weakening the effects
of the socio-demographic variables on suicide. Specifically, structural pluralism will be
inversely related to suicide rates.
3. Civic welfare have a direct negative effect on suicide rates; the higher civic
welfare of a community the more likely they will have lower rates of suicide.
4. Civic welfare will be positively associated with structural pluralism and is
expected to increase the strength of structural pluralism’s effect on suicide rates.
In summary, the principal argument is that structural pluralism is expected to
lower the suicide rate in communities, after socio-demographic characteristics have been
controlled. The following section outlines the research design to operationalize the above
variables and to describe the analytical tools used to test the hypotheses.
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CHAPTER III
METHODS

Introduction
The objective of this study is to understand how suicide relates to community
structure. Suicide and suicidal behavior affect individuals of all ages, genders, races and
religious groups. Thus, suicide represents an important social issue worthy of a social
explanation. In 2003 and 2004, suicide was the eleventh leading cause of death in the
U.S., with one suicide occurring every 17 minutes (American Association of Suicidology,
AAS, 2006). This study focuses on the social factors that may explain suicide. In some
instances suicide is not preceded by warning signs and more importantly not all those
people who commit suicide are suffering mental disorders. More specifically, variations
in the sociopolitical structures of communities in the U.S. may hold an explanation for
the variability of suicide rates. Emile Durkheim (1951) explained the variation in suicide
rates by relating the loss of traditional forms of social organization and integration to
suicide. Since the appearance of Suicide in 1897, many sociologists have focused their
work to clarify Durkheim’s identification of types of suicide, and most have agreed that
causes of voluntary death must be treated as a social problem that represents a
measurable loss to society (Douglas, 1967). However, a common fault of the post-
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Durkheimian literature is to not emphasize clearly the meaning of society or social
structure.
Since the basic assumption is that the function of society as a whole generates
suicide, it is necessary to specify the specific elements of society. Theorists of suicide,
however, have assumed that different societies’ cultures are basically the same and they
do not add any significant difference in explaining suicide. Modernization theory
postulates that modernization is an irreversible process whereby all contemporary
societies increasingly come to resemble one another (Rostow, 1978, Zhang 1998).
According to this theory, social factors such as industrialization, urbanization, and
secularization are consequences of modernization. Durkheim views this transition as
breaking ties between the individual and community. The decline in dependency of the
individual to the group (i.e., increased egoism) increases suicide potential. In general,
socio-structural changes in Western societies in recent years have resulted in increasing
individualism, greater sense of isolation, heightened dissatisfaction with life (i.e. less
access to health services and weaken social networks that promote healthy behaviors
(Katz, Buchanan, and McCoy 1999). However, structural elements of a community may
also have the potential to protect against distress by protecting individuals’ sociopsychological health. Specifically, variations in structural pluralism affect community’s
welfare because of the potential presence of dense networks of associations that create
problem-solving capacity for the community. The problem solving capacity of
communities results from pluralistic political structures with dense networks of
associations which support greater civic welfare (Tolbert, Irvin, Lyson, and Nucci 2002).
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As one of the consequences of influence on community’s welfare, structural pluralism
and civic welfare effects are examined with regard to explaining suicide.
To address the objective of this study, community-level data are needed. For
this study, communities are operationalized using county boundaries. Counties are the
primary divisions of states and the largest unit of local government, including all other
local polities within them. Following Young and Lyson (2001), the definition that
covers the county unit used in this study refers to ‘an organized community defined as a
group that encompasses a broad range of activities and interests, and to the extent that
participation implicates whole persons rather than segmental interests or activities’
(Young, Lyson 2001:136). The use of counties greatly increases the number of units of
analysis. Counties also make fair estimates of communities because they tend to be
more homogeneous with respect to the variables included in the analysis (Berkeley, Fox
1978). The use of the county unit also decreases the problem of misclassifying the
place of residence of the deceased (Wilkinson 1984).
Several data sources are used to provide information essential for the analysis in
this study. The suicide data is taken from the Centers for Disease Control, National
Center for Health Statistics’ Compressed Mortality File for the years of 2000-2004. In
order to provide information on the structural pluralism, data from the 2000 County
Business Patterns is used. The 2000 Census data and the Religious Congregations
Memberships Study 2000 is used to provide information on demographic characteristics
and civic welfare variables (see Table 3.1 for a description of the variables).
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Data

Compressed Mortality File
The Compressed Mortality File (CMF) is a county-level national mortality and
population database spanning the years 1968-2004. This database provides information
on the number of deaths, crude death rates and age/sex/race-adjusted death rates by
place of residence (total U.S., state, and county), age group, race, gender, year of death,
and underlying cause-of-death. The mortality data in the Compressed Mortality File are
based on records for all deaths occurring in the fifty states and the District of Columbia.
Cause of death in the CMF is defined as “the disease or injury which initiated the chain
of events leading directly to death, or the circumstances of the accident or violence
which produced the fatal injury” (World Health Organization (WHO)). Underlying
cause of death is classified in accordance with the International Classification of
Disease. Deaths for 1999 and beyond are classified using the Tenth Revision (ICD-10).
The population estimates on the Compressed Mortality File are U.S. Census
Bureau estimates of U.S. national, state, and county resident populations. The 1980,
1990, and 2000 population estimates are April 1 modified census counts. The 2000
population counts have bridged-race categories (see http://wonder.cdc.gov/
mortSQL.html).
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County Business Patterns Data
County Business Patterns Data File is an annual data series providing
subnational economic data by industry type. The series is used for several purposes
including: (1) studying the economic activity of small areas; (2) analyzing economic
changes over time; (3) as a benchmark for statistical series; and (4) surveys, as a source
of information between economic censuses. County Business Patterns covers most of
the country’s economic activity with the exclusion of self-employed individuals,
employees of private households, railroad employees, agricultural production
employees, and most government employees. The County Business Patterns program
has been tabulated using the North American Industry Classification System (NAICS)
basis since 1998. Data for 1997 and earlier years are based on the Standard Industrial
Classification (SIC) System. The data file was first collected in 1946 and published
irregularly until 1964. Since 1964 it has been released on an annual basis.
County Business Patterns basic data items are extracted from the Business
Register, a file of all known single and multi-establishment employer companies
maintained and updated by the U.S. Census Bureau. The annual Company Organization
Survey provides individual establishment data for multiestablishment companies. Data
for single-establishment companies are obtained from various Census Bureau programs,
such as the Annual Survey of Manufactures and Current Business Surveys, as well as
from administrative records of the Internal Revenue Service, the Social Security
Administration, and the Bureau of Labor Statistics.
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In terms of geographic classification, most geographic codes are derived from
the physical location address reported in Census Bureau programs. The Internal
Revenue Service and the Bureau of Labor Statistics provide supplemental address
information. Employers without a fixed location within a state (or of unknown county
location) are included under a “statewide” classification at the end of the county tables.
This incomplete detail causes a slight undercount of county employment.

Census Data
The 2000 decennial Census long form from Summary File 3 data is used to
generate the socio-demographic variables for this study. In 2000, two versions of the
census were implemented: (1) short form (100 percent count), and (2) long form (100percent and sample questions). For Census 2000, the short form questionnaire asked
population questions related to household relationship, sex, race, age and Hispanic or
Latino origin and housing questions related to tenure, occupancy, and vacancy status. The
questions contained on the short form also are asked on the long form, along with
additional questions.
The long form questionnaire includes the same six population questions and one
housing question that are on the Census 2000 short form, plus 26 additional population
questions and 20 additional housing questions. On average, about 1 in every 6 households
received the long form. The content of the forms resulted from reviewing the 1990 census
data, consulting with federal and non-federal data users, and conducting tests.
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Religious Congregations and Membership Study, 2000
This study was conducted by the Association of Statisticians of American
Religious Bodies (ASARB) and reports data for 149 religious bodies on the number of
congregations within each county of the United States. Participants included 149
Christian denominations, associations, or communions; two groups of independent
Christian churches; Jewish and Islamic totals; and counts of temples for six Eastern
religions.
In terms of sampling procedures, all religious bodies that could be identified as
having congregations in the United States, based on the Yearbook of American and
Canadian Churches, were invited to participate. The written invitation was followed by
two general mailings, and, where needed, by special letters, personal contacts, and phone
calls. As a final result 285 groups were invited, 149 actually participated, 22 expressed
the intention to participate but were unable to do so, 12 declined to participate, and 102
did not respond. In terms of collection procedures, the religious bodies were asked to
appoint a contact person. Then, two forms were sent to the contact person: instructions
for reporting data; and a transmittal sheet to be signed and sent with the data collected.

Measurement of Variables

Dependent Variable: Suicide
The dependent variable examined in this study is county suicide rate. The CDC
compiles data on suicide at multiple level of analysis, and for this study county-level
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rates of suicide were obtained from the National Center for Health Statistics’ Compressed
Mortality File, using the International Classification of Diseases-9 codes E950-957.
Because suicide is a rare event, at the local level it is necessary to compile multiple years
to produce more reliable data. Thus, for this study county-level suicide over a five year
period was combined, from 2000-2004. Here, suicide was measured as the rate of suicide
per 100,000 county population (based on the 2000 Census of Population and Housing).
Independent Variables: Structural Pluralism
Two indicators will be used to measure a community’s level of structural
pluralism. Specifically, I follow Young and Lyson’s (2001) strategy by using a set of
variables considered representative of the organizational and institutional foundations of
pluralism. The variables are described as a count (standardized by population) of all
voluntary associations and membership organizations (example: trade unions and
professional organizations) in the county; and small businesses (business enterprises with
no more than 5 employees) considered to provide interaction opportunities.1 The data for
the structural pluralism measure are derived from the 2000 County Business Patterns2.

1

Electoral activity (percentage of all voters who took part in the 2000 presidential election) is another
factor included in Young and Lyson’s analysis. However, this variable is not considered by Young and
Lyson as a structural indicator, but it only has the function to validate the other measures. This variable is
not included in the present study.
2
The count of establishments from NAICS code, 813, was used to operationalize the variables ‘voluntary
associations’ and ‘membership association’, in order to best approximate what Young and Lyson did in
their work. The membership/voluntary association data they used, in fact, was obtained by keying the data
in by hand. In subsequent work, researchers started to use the information from County Business Patterns
because it was collected by a much more reliable source. I will follow this last approach for the present
study.
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Independent Variables: Civic Welfare
In order to examine the effect of civic welfare, I employ the variables used by
Tolbert, Irvin, Lyson and Nucci (2002). The variables that are used are median income;
poverty rate; retention of residents; and unemployment.
Several studies (Breed 1963; Hamermesh 1983; Powell 1958) have pointed to
income as determining the likelihood of suicide. Specifically, research suggests a
negative relationship between level of income and suicide. Conversely, poverty rate, the
percentage of people with a monetary income below the poverty level, is indicated as
inversely related to suicide rates (Tolbert, Irvin, Lyson and Nucci 2002, Eckersley &
Dear, 2002). Because of the high level of multicollinearity caused by the use of both
variables, the 2000 median family income will be used in the present study.
The retention of individuals over time at the county level is a measure of
population stability previously showed to be positively associated with other civic
indicators (Tolbert, Lyson, Irwin 1998). Communities that have stable memberships are
more highly integrated than those that are made up of newcomers and transient residents.
In addition, high rates of population change are related to the weakening of many kinds
of voluntary organizations, including churches (Stark, Doyle, and Rushing 1983). To this
extent, population change is expected to be related to suicide. Individuals perceive
themselves as deviant when they are quite different from the community’s characteristics,
experiencing, as result, more suicidal behaviors (Breault 1986, Lester 1983). In this
study the variable includes the ‘non-movers’, those who did not change housing units
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between 1990 and 2000 or who relocated within the same county, and it is identified as
the percentage of county residents.
Unemployment has been used in a large number of studies of suicide (Boor 1980;
Henry, Short 1954; Stack 1983). Diekstra (1989) and Cantor and Neulinger (2000)
reported that for countries where suicide rates are found to increase, one of the most
important predictors was the unemployment rate. Local unemployment levels will be
operationalized as the percentage of the county civilian population in the labor force that
was unemployed using 2000 Census data.

Socio-Demographic Control Variables
Several socio-demographic variables are controlled for in this study: (1) age, (2)
gender, (3) marital status, (4) race, (5) religious affiliation, (6) level of education, and (7)
geographic setting. Each of these variables has been found to be consistently correlated
with suicide and may represent larger social dynamics which may help explain variations
in suicide rates.
First, the age of individuals has been linked with suicide, as the likelihood of
suicide tends to increase with age (Linden and Breed 1976) and is higher among those
elderly who have minimal or weak relations with others (Bock 1972). Second, studies
examining gender differences in suicidal behavior have found that, while women have a
higher incidence of suicide attempts, men have higher rates of completions (Lester 1983).
As is discussed below, it was necessary to incorporate these two factors into the
dependent variable, which was adjusted by age and sex.
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Conclusions about the effects of education show that there is an inverse relation
between suicide rates and level of education (Li 1972). Beautrais, Joyce and Mulder
(1998) reported that youths who attempted suicide were more likely than the non-suicidal
control group to possess no educational qualifications. Blau (1977) suggests that
educational diversity may be an indicator of status insulation. That is, those with similar
educational levels tend to interact more frequently with one another, creating insulation
across education levels. In this study, education is operationalized as the percentage of
the county population with a college education.
The relationship between suicide rates and race has been mixed. Because suicide
rates are higher among whites than African Americans, research on suicide risk factors
has primarily been focused on whites (Moscicki 1997, Goldsmith, Pellmar, Kleinman,
Bunney 2002). Representing a persistent racial gap, annualized official crude and ageadjusted suicide rates for whites for the period 1999–2002 were double those of African
Americans. These rates were respectively 11.8 and 11.6 per 100,000 population for
whites, and 5.3 and 5.5 per 100,000 for blacks (US Centers for Disease Control and
Prevention, 2005).However, suicide among African Americans is a predominant problem
and has been observed to have a higher effect than for whites (Kowalski, Faupel, and
Starr 1987, Gibbs and Potterfield 1997). The African American population in the United
States is characterized by social, political, and economic disadvantages (Jones, 1993;
Moynihan, 1965; Myrdal, 1969; Shei and Stevens, 2005). Consequently, research shows
African Americans experience much higher rates of morbidity, disability, and mortality
than whites (Arias, Anderson, Kung, Murphy, and Kochanek, 2003; Ferraro and Farmer,
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1996). Thus, the suicide rate among African Americans is a significant exception to
these racial and health comparisons. In this study race is operationalized as the
percentage of the county population that is African American and the percentage that is
comprised of other non-whites.
Marital status has also been found to be an important correlate of suicide.
Divorce, in fact, is used to measure poor integration into family life; specifically, divorce
or breakdown of the family unit leads to a disruption in the union and support the family
provides, leaving individuals vulnerable and alone (Hassan 1995). Consequently,
concentration of high divorce rates (Stark 1980) and high percentages living alone tend to
increase suicide rates, while concentration of parental responsibilities reduce it (Gould,
Shaffer, Fisher, and Garfinkel 1998). Marital status in this study is operationalized as the
percentage of the county population 15 years or older that is married.
Another important factor in explaining suicide is religious affiliation. Beginning
with Durkheim’s study many have analyzed differences in suicide rates between
Protestants and Catholics. In Western Europe around 1800, Protestant suicide rates were
higher than Catholics’; this fact was justified by Durkheim because of the fact that
Protestantism concedes greater freedom of thought to the individual because it has fewer
commonly accepted beliefs and practices, and makes one less connected to their
community. Catholicism, on the other hand, is characterized by a collective credo that
creates stronger connections between individuals. Some of these studies confirm
Durkheim’s ‘one law’ that Catholics have a lower rate (Dublin 1963; Kramer, Pollack,
and Redick 1972) while others have failed to do so (Pope and Danigelis 1981; Stack
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1981). Religious affiliation is operationalized as the number of Catholic, Protestant,
Muslim and other religious adherents per 1000 population.
Also, higher levels of rurality/urbanity have been identified as a contributing
factor to suicide (Cavan 1928). An important component of the process of modernization
is urbanization which leads to a decrease in population homogeneity (Lester, 1983 and
Masaryk 1970). Thus, urbanization creates a disconnection between people and causes a
reduction in the insulating effects of socially integrating mechanisms such as community
and family (Masaryk 1970, Stack 1981, Breault and Kposowa, 1987). Although different
studies (Stack 1983 and Quinney 1965) found a strong positive relationship between
urbanization and suicide rates as the result of diminished social networks of community
and kinship that traditionally exist in rural settings, the literature that addresses the
ecological connection between suicide and level of urbanization does not indicate a
definitive direction to the empirical relationship between suicide and urbanization. Also,
living in the western and southern regions of United States has been associated with
higher rates in suicide (Monk M. 1987, Moscicki EK. 1997). In this study rurality is
operationalized as the percentage of the county population living in rural areas.

Analytical Strategy
To investigate the relationship between suicide rates and structural indicators in
US counties, a set of OLS Regression models will be estimated. These models will be
based on the following equation:
Y = α + B1 X 1 + B2 X 2 + Bk X k + e
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The equation presents the dependent variable (Y) is a linear function of the independent
variable (X) with slope (B) and Y-intercept ( α ). OLS Regression is the most
appropriate statistical tool to apply to this study because the dependent variable is
measured on a ratio scale and the independent variables are measured on nominal, and
ratio scales. Also, the use of OLS is based on the following assumptions: (1) The
normal distribution of Y, (2) homoscedasticity, where the constant standard deviation
distribution of Y across values of the independent variables, and (3) observations on the
dependent variable are statistically independent. To test my hypotheses (see conceptual
model, Figure 2.5), I first estimate a model with only the socio-demographic variables.
Next, structural pluralism indicators will be introduced, followed by the civic welfare
variables.
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Table 3.1:

Variable Descriptions

Variable Name

Measure

Source

Age/Sex Adjusted Rate per
county per 100,000 population

Compressed Mortality File
2000-2004

2000 Census

Marital Status

Percent African American
Percent Other
Percent Married;

Rurality

Percent Rural

2000 Census

Religion

Catholics per 1000 pop.
Protestants per 1000 pop.
Muslims per 1000 pop.
Other per 1000 pop.

2000 Census

Geographic Area

Set of Dummy Variables for:
(1) South, (2) Northeast, (3)
Midwest, and (4) West

2000 Census

Education

Percentage with College
Education

2000 Census

Dependent Variable
Suicide
Control variables
Race

2000 Census

Structural Pluralism
Voluntary and
Membership
Associations

Percentage of Associations per 2000 County Business Patterns
County

Small Businesses

Percentage of Small
Businesses per County

2000 County Business Patterns

Income

Median Family Income

2000 Census

Retention of residents

Rate of Non-movers 19902000

2000 Census

Unemployment

Unemployment Rate

2000 Census

Civic Welfare
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CHAPTER IV
ANALYSIS

Introduction
This chapter presents the results of an analysis to address the main objective of
this study - namely to examine how suicide rates in the U.S. are related to variations in
community structural elements and civic welfare. To this end, this chapter is organized to
address four hypotheses. First, the extent to which suicide rates change is contingent
upon demographic conditions. Specifically, counties with higher percentages of married
people are expected to have lower suicide rate; counties with higher percentages of
African Americans are expected to lead to lower levels of suicide rates; counties with
higher percentages of college educated persons is expected to be related to lower suicide
rates; counties with higher percentages of females are expected to be related to lower
levels of suicide; counties with higher presence of Catholics is expected to be related to
lower suicide rates; counties with higher level of education is expected to be related to
lower suicide rates; and living in the western and southern regions of United States are
expected to be associated with higher levels of suicide . Finally, greater levels of rurality
are expected to be associated with lower suicide rates.
Second, it is hypothesized that structural pluralism is expected to have a direct
effect on suicide rates, and also weaken the effects of the socio-demographic community
variables on suicide. Specifically, a higher level of structural pluralism is expected to
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lower the rate of suicide. Third, civic welfare is expected to have a direct effect on
suicide rates. Here, higher levels of civic welfare area expected to correspond to lower
levels of suicide. Finally, higher levels of civic welfare are expected to increase the
strength of structural pluralism, decreasing levels of suicide.
This chapter presents first presents the descriptive statistics and bivariate
correlations of all variables included in the analysis. Next, the results of a series of linear
regression models are presented. The first model reports the effects of socio-demographic
characteristics and suicide rates. In the second model the structural pluralism measures
were added. In the third model the civic welfare variables were added to determine the
impact of structural pluralism and civic welfare on suicide when controlling for all
factors.

Descriptive Statistics
The descriptive statistics for demographics are reported in Table 4.1. On
average, between 2000 and 2004 there were 12.66 suicides per county per 100,000
population. Average age is between 25 and 65, and slightly over 50 percent of the
sample is female. For religion, on average there were 136 Catholic, 142 protestant, three
Jewish, and one Muslim adherents per 1000 population, respectively. Also, on average,
the counties were comprised primarily of whites, 84 percent on average, and African
Americans, nine percent on average. Fifty-seven percent of the county population was
married, and almost fifty-nine percent of the county population lived in rural areas. In
terms of regions, on average, 34 percent live in the midwest, seven percent in the
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northeast, 47 percent live in South and 12 percent in the west. For level of education,
almost 43 percent on average at least some college education.

Table 4.1: Descriptive Statistics Socio-Demographic Variables
Variable

Mean

SD

Min.

Max.

Age/ Sex Adjusted Suicide rate

12.66

5.025

0.00

Percent Age Less than 1 to 5
Percent Age 6 to 24
Percent Age 25 to 65
Percent Age 65 and over

7.63
26.77
50.90
14.70

1.25
3.7
3.57
4.11

0
0
0
0

1
1
1
1

Percent Female

50.50

2.00

0

1

135.77
2.84
142.12
.86

146.17
13.32
111.95
3.54

0
0
0
0

947.00
314.00
844.55
77.75

Religion, Rates of adherence per
1000 population
Catholic
Jewish
Protestant
Muslim
Percent White
Percent African American
Percent Other

84.43
9.04
6.53

16.20
14.70
9.13

Percent Married

57.55

5.53

29,80

Midwest
Northeast
South
West

34
7.1
46.5
11.58

.47
.26
.50
.32

0
0
0
0

1
1
1
1

Percent in Rural Areas

58.90

30.72

0

100.00

Percent with college education

42.60

11.26

16.91

85.40

73

5.01
0
0

51

100.00
86.13
94.90
73.90

Table 4.2 reports the descriptive statistics for the structural pluralism and civic
welfare variables. Regarding structural pluralism characteristics, on average, 5.79 percent
of businesses are classified as voluntary and membership associations. Regarding small
business, 57 percent of all businesses have on average 1 to 4 employees. In terms of civic
welfare, on average, 5.8 percent were unemployed. Also, 51 percent of county
populations did not change housing units between 1990 and 2000 or relocate within the
same county. Finally, the average county median family income is $35,553.

Table 4.2:

Descriptive Statistics, Structural Pluralism and Civic Welfare Variables

Variable
Structural Pluralism
Percent Membership Associations
Percent Small Business
Civic Welfare
Percent Unemployed
County Resident Retention
Median Family Income

Mean

SD

Min.

Max.

5.79
57.20

2.17
6.39

.19
38.37

33.33
93.75

5.79
50.67
35,553

2.75
11.36
8,918

.21
1.93
16,271

41.67
83.56
82,929

Measures of Association between variables
The below tables (4.3, 4.4, and 4.5) describes the strength and direction of the
bivariate relationships of the variables used for this study. To measure the strength of the
linear association between two variables, the Pearson correlation coefficients are used.
For the control variables, most results were as expected although a couple of measures
were in the opposite direction in their bivariate effect on suicide. For race, there is a
significant and negative relationship between percent of African Americans and suicide,
suggesting that greater concentration of African Americans leads to lower rates of
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suicide. However, this relationship is significant and positive between percent of other
non-white races and suicide. The relationship between percent married and suicide was
also surprising: it was positive and significant, indicating that greater concentration of
married individuals is associated with higher suicide rates. Contrary to expectations,
there is a positive and significant association between percent residing in rural areas and
suicide. As expected, all the religious affiliations show a strong and negative relationship
with suicide rates. In terms of geographic areas, all the regions considered but the west
have a negative and significant relationship with suicide. As expected, education and
suicide share a negative and significant association.
In terms of structural pluralism measures adopted in this study, percent of
membership associations has a negative and significant relationship with suicide rates, as
expected. Surprisingly, percent of small businesses was found to share a positive and
significant relationship with suicide. Finally in terms of civic welfare, the measures
percent unemployed and median family income show a negative and significant
relationship with suicide as expected. In addition, resident retention shows a negative
and significant association with suicide.
In terms of race, percent African Americans present a strong and negative
relationship with mainly all other variables; exceptions are the relationships with Jewish
and Muslim adherences per 1000 population, southern region, number of membership
associations and residential retention. The other race variable reflects the same results
with exception of Catholic adherence per 1000 population, western region, percent
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college education, and median family income with which it shares significant and
positive association.
The variable percent married people was found to be significantly and positively
correlated to percent in rural areas, Protestant adherents, living in Midwest region,
percent of membership associations, percent of small business, and median family
income. The same variable was found to be negatively and significantly related to
Catholic, Muslim and Jewish adherents, living in the northeast, west and south regions,
percent of college education, percent of unemployed and residential retention.
Percent of people living in rural areas shows a negative and significantly
relationship with Catholic, Muslim and Jewish adherents, living in the northeast and west
regions, percent of college education, percent of unemployment, residential retention, and
median family income.
In terms of religious affiliations: Protestants are found to be negatively related
with living in the northeast, west and south regions, and percent of unemployed at a
significant level. Protestants were also found to share a positive relationship with living
in the western region, percent college education, percent of membership associations,
percent of small business, residential retention, and median family income. Catholic
adherence was found to be negatively and significantly related to living in southern
region, percent of membership associations, percent of small business, and percent of
unemployed. The same variable was found to be positively related to living in northeast,
Midwest and western regions, to percent of college education, residential retention and
median family income. Jewish adherence was found negatively related to living in
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Midwest and southern regions, percent of membership associations, percent of small
business and percent of unemployed. It was found to share a positive association with
northeast and western regions, percent of college education, residential retention and
median family income. Finally, Muslim adherence shows a positive relation with living
in northeast region, percent of college education, percent of unemployed, residential
retention and median family income.
Regarding geographic region, northeast, Midwest and western regions share a
positive and significant relationship with percent of college education, while the southern
region has a negative association. In terms of membership associations, northeast and
western regions have a positive association and Midwestern and southern regions share a
negative association, all at significant levels. Regarding small business, northeastern and
southern regions have a negative and significant relationship, while Midwest and western
regions share a positive relationship. In terms of percent of unemployment, northeast and
Midwest share a negative relationship; west and south have a positive relationship.
Northeastern and Midwestern regions show a positive association with residential
retention, while west and south show a negative one. Finally, in terms of income, all the
regions but the south show a positive and significant relationship.
In terms of percent college education, the relationship with the structural
pluralism and civic welfare variables is shown to be negative and significant for all the
variables but median family income.
Regarding the correlations between structural pluralism and civic welfare,
percent membership associations shows a strong positive and significant relationship with
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percent small business; however, there is a negative and not significant relation with the
civic welfare measures: as expected, percent unemployed has a negative relationship,
although it is not significant. Resident retention and median family income show a
negative association with percent of membership associations, although the correlations
are not significant. Also, percent of small business has negative and significant
relationship with percent of unemployed, resident retention, and median income family.
Percent unemployed has a positive and significant association with resident retention and
a negative and significant relationship with median family income. Finally, resident
retention and median family income share a negative and significant association.
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.049 a

.239 a

-.143 a

-.147 a

-.145 a

-.130 a

-.171 a

.502 a

-.191 a

-.343 a

-.087 a

.131 a

.064 a

-.268 a

-.213 a

-.075 a

.082 a

-.148 a

-.589 a

-.138a

.059

.089 a

1

African
Americans

-.144 a

1

Suicide

-.075 a

.326 a

-.176 a

-.043b

.139 a

.131 a

.241 a

-.214

-.217 a

-.209 a

1

Other

-.119 a

-.001

.209 a

-.129 a

-.276 a

-.215 a

-.037b

.223 a

.388 a

1

%Married

.060 a

a

-.124

.095 a

a

-.133

a

-.346

a

-.325

a

-.259

.195 a

1

%
Rural

-.305 a

-.246 a

.511 a

-.020 a

-.103

-.081 a

.109 a

1

Protestants

.256 a

-.408 a

.090 a

.204 a

.308 a

.134 a

.249 a

1

Catholics

Measures of Association for Socio-Demographic Variables

College
-.486
-.213 a
.175
-.066
.085 a
-.060 a
a
Education
a Correlation is significant at the .01 level; b Correlation is significant at the .05 level

South

West

Midwest

Northeast

Muslim

Jewish

Catholics

Protestants

%
Married
% Rural

Suicide
Rate
African
Americans
Others

Table 4.3:
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.277 a

-.077 a

.018

-.105 a

.320 a

.402 a

1

Jewish

.249 a

-.027

-.001

-.065 a

.178 a

1

Muslim

.089 a

-.259 a

-.101 a

-.200 a

1

Northeast

.094 a

-.669 a

-.260 a

1

Midwest

-.373
a

a

1

South

.346

a

-.337

1

West

1

College
Education

County
Resident Ret.
Income

Unemployment

Small Business

Membership

.106 a
-.237 a

-.145 a

.309 a

-.222 a

.048 a

African
Americans

-.036 a

.107 a

.050 a

-.067

Suicide

Table 4.3 (Continued)
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.038b

.031

.348 a

-.041b

-.122 a

Other

.175 a

-.176 a

-.476 a

.383 a

.093 a

%Married

a

-.437

a

-.217

-.034

.575 a

.349 a

%
Rural

.020

.011

-.326 a

.166 a

.304 a

Protestants

.243 a

.156 a

-.060 a

-.032

-.179 a

Catholics

.299 a

.074 a

-.023

-.053 a

-.199 a

Jewish

.253 a

.051 a

.010

-.184 a

-.170 a

Muslim

.198 a

.152 a

-.013

-.030

-.115 a

Northeast

.129 a

.034 a

-.270 a

.052 a

.176 a

Midwest

a

.087

a

-.098

a

a

-.302

a

-.047

.152 a

a

.132

-.129
a

.097 a

South

.133

a

-.307

West

.662 a

-.272 a

-.248 a

-.047b

-.345 a

College
Education

Table 4.4:

Measures of Association: Structural Pluralism Variables
Membership Associations

Suicide Rate

Small Businesses

-.067

.050 a

.048 a

-.222 a

-.122 a

-.041b

% Married

.093 a

.383 a

% Rural

.349 a

.575 a

Protestants
Catholics
Jewish
Muslim

.304 a
-.179 a
-.199 a

.166 a
-.032
-.053 a

-.170 a

-.184 a

Northeast
Midwest
West
South

-.115 a
.176 a
-.307 a

-.030
.052 a
.133 a

.097 a

-.129 a

College Education

-.345 a

-.047b

Membership
Small Business

.182 a

.182 a
-

Unemployment
County Resident Ret.
Income

-.035
-.010
-.306 a

-.111 a
-.362 a
-.165 a

African Americans
Others
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Table 4.5:

Measures of Association: Civic Welfare Variables
Unemployment

County Resident
Ret.

Income

Suicide Rate

.107 a

-.036 a

-.145 a

African Americans
Others

.309 a

.106 a

-.237 a

.348 a

.031

.038b

% Married
% Rural

-.476 a

-.176 a

.175 a

-.034

-.217 a

-.437 a

Protestants
Catholics
Jewish
Muslim

-.326 a
-.060 a
-.023

.011
.156 a
.074 a

.020
.243 a
.299 a

.010

.051 a

.253 a

Northeast
Midwest
West
South

-.013
-.270 a
.132 a

.152 a
.034 a
-.098 a

.198 a
.129 a
.087 a

.152 a

-.047 a

-.302 a

College Education

-.248 a

-.272 a

.662 a

Membership
Small Business

-.035

-.010

-.306 a

-.111 a

-.362 a

-.165 a

-.362 a
-.165 a

.192 a
-.449 a

-.449 a
-.200 a
-

Unemployment
County Resident Ret.
Income

Multivariate Analysis
As stated in Chapter III, an OLS regression analysis is the most appropriate
method to address the objective of this study. However, given the nature of the
dependent variable and multicollinearity issues that arose during the analysis, several sets
of analyses were run to ensure that the OLS regression analysis produced the most
reliable results. The following paragraphs provide a summary of this process.
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After an examination of variance inflation factors generated in the initial OLS
regression analysis, multicollinearity problems were found, primarily among
demographic control variables. To address this problem, the same models were weighted
and re-run using a Weighted Least Square (WLS) regression analysis. McLaughlin and
Stokes (2002) indicate that weighting a regression analysis based on the inverse of the
variance of the dependent variable is especially important for county-level mortality data,
because counties with smaller populations tend to have greater variation in mortality rates
than counties with larger populations. However, the WLS procedure did not solve the
multicollinearity issues. Therefore, to further address the collinearity problem, a series of
adjusted dependent variables were used; in particular, age adjusted suicide rate, age-sex
adjusted suicide rate and age-sex-race adjusted suicide rate were obtained from CDC to
see if they might produce more consistent results (James and Cossman, 2005). Age-sex
adjusted suicide rates, in fact, worked better than the other combinations, decreasing the
collinearity values substantially. However, another issue emerged: the coefficients of key
independent variables generated in the WLS analysis reversed their direction from
negative to positive from previous models. In the final model, both structural pluralism
variables and some civic welfare variables reversed their direction. In an attempt to
address this problem, I used the strategy of centering all independent variables in the
WLS model. This did not have a substantive effect on the results. An additional strategy
was then undertaken to: running an iterative WLS procedure. Here, I saved the WLS
residuals and re-computed the weight by repeating what I did previously. However, the
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WLS coefficients remained opposite to what was hypothesized for several of the
variables.
A final strategy was implemented to address the above data issues. A Robust
Standard Error regression was run, using the statistical package Stata. The Stata results
should be somewhat different from those produced from the SPSS OLS regression
analysis because it better addresses the unequal variance problems. After correcting the
variance, the results of this analysis largely reflected the results of the OLS regression
analysis. Below, both sets of OLS and RSE regression coefficients are shown. Initially,
the total number of counties studied was 3,141. After removing the extreme outliers and
all the counties with missing data for the dependent and/or independent variables, a total
of 3,006 counties were left. Finally, it is important to remember that analysis of the
residuals for the OLS regression indicated that 17 cases were outliers, so the final number
of counties included in this research is 2,989.
The below tables show the results of two sets of models. The first set includes the
outliers and the second set excludes the outliers. Within each set there are three models:
Model 1 is the baseline model, containing the regression of suicide on socio-demographic
variables; Model 2 adds two key independent variables measuring structural pluralism;
and Model 3 adds three additional key independent variables measuring civic welfare.
Tables 4.6 through 4.11 report the parameter estimates for two sets of Ordinary Least
Squares (OLS) Regression and Robust Standard Error (RSE) regression Models; one set
of regression excluding outliers (tables 4.6, 4.7 and 4.8) and the other set of regressions
including all the cases (tables 4.9, 4.10 and 4.11). Because no substantial differences
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were found between the two analyses, only the regression model excluding the outlier
cases will be described in this section.

Model 1: Socio-Demographic Characteristics and Suicide
The results of the models reported in Table 4.6, 4.7, and 4.8 are based on 2,989
counties. The parameter estimates from this model indicate that almost all the sociodemographic characteristics are significantly related to suicide, and largely reflect
previous findings in the suicide literature. The adjusted R2 value indicates that the
variables in this model explained 18.5 percent of the variance in suicide rate.
For race, greater concentration of African Americans and other minorities leads to
lower suicide rates. Specifically, a one percent increase in African Americans leads to a
corresponding .105 persons per 100,000 decrease in suicide rates. Also, a one percent
increase in other minorities leads to .035 persons per 100,000 decrease in suicide.
Moreover, a significant relationship was found between marital status and suicide; as
underlined by the literature, greater concentration of married people leads to lower levels
of suicide. Specifically, a one unit increase in percent married corresponds to a .098
persons per 100,000 decrease in suicide rates. When religious affiliation is examined,
counties with greater concentration of adherents to all other religious affiliations except
the Jewish faith have on average lower levels of suicide rates. These findings are
somewhat consistent with the literature on the relationship between suicide and religious
affiliation. Although both Protestant and Catholic affiliations per 1000 population appear
to be inversely related to suicide rates, the Catholic coefficient shows slightly more
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strength. In fact, while a one unit increase in Protestant affiliation corresponds to a .003
persons per 100,000 decrease in suicide rates; in terms of Catholics, a one unit increase
corresponds to a .005 persons per 100,000 decrease in suicide rates. The relationship
between Muslim affiliation and suicide is stronger: for a one unit increase in Muslim
affiliation there is a corresponding decrease in suicide of .095 persons per 100,000.
In terms of geographic setting, northeast and midwest counties have on average
lower suicide rates than counties falling in the south, while western counties have higher
rates compared to the south. Specifically, northeast counties were found to have suicide
rates that are 2.70 persons per 100,000 lower than counties falling in the southern region.
Also, midwest counties have suicide rates that are on average 1.75 persons per 100,000
population lower than counties in the southern region. Finally, it is interesting to notice
that western counties have a higher suicide rate compared to the south; on average, in
fact, the western region has suicide rates that are 2.80 persons per 100,000 population
higher than the southern region.
The effect of education was also in the expected direction. Greater concentration
of people with higher education leads to lower suicide rates. A one percent increase in
college educated corresponds, in fact, to a .038 persons per 100,000 population decrease
in suicide rates. The percent of county residents in rural areas was not found to be
significant. Overall, the demographic findings of this study reflect findings in the
literature.
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Table 4.6:

OLS/RSE Demographic Characteristics and Suicide Rates, All Cases
without Outliers

Variable
Intercept

B
22.55***

OLS
SE
1.39

RSE

Percent African
American
Percent other
Races

-.105***

.009

-.319

-.105***

.009

-.035**

.011

-.065

-.035*

.015

Percent Married

-.098***

.022

-.111

-.098***

.024

Percent in Rural
Areas

.003

.004

.019

.003

.004

Protestant
Catholic
Jewish
Muslim

-.003***
-.005***
-.007
-.095***

.001
.001
.007
.026

-.075
-.137
-.019
-.070

-.003**
-.005***
-.007*
-.095***

.001
.001
.004
.015

Northeast
Midwest
West

-2.70***
-1.75***
2.80***

.390
.241
.320

-.144
-.170
.184

-2.70***
-1.75***
2.80***

.309
.242
.350

College Education

-.038***

.010

-.088

-.038***

.009

R2=18.5

Beta
-

B
22.55***

RSE
1.41

R2=18.49

Model 2: Socio-Demographic Characteristics, Structural Pluralism, and Suicide
Model 2 in table 4.7 adds the structural pluralism variables: concentration of
membership associations and small businesses. The parameter estimates indicate that the
effects of structural pluralism on suicide rates are mixed. The adjusted R2 value indicates
that the variables in this model still explained 18.8 percent of the variance in suicide rate.
First, although both variables indicate negative relationship with suicide, only
membership associations is significant. Specifically, a one percent increase in
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membership associations in counties corresponds to a .120 persons per 100,000
population decrease in suicide rate. The small business variable, although not significant,
shows that a one percent increase corresponds to a decrease of .021 persons per 100,000.
Second, the effects of structural pluralism on the previous demographic variables
are mixed as well. While some coefficients reflect the effect of structural pluralism
variables, others remain constant. In fact, the variables other race, marital status, and
Midwest and west regions show their coefficient as slightly decreasing. The variables
percent African Americans and Protestant and Catholic adherents per 1000 stay constant
in their effect on suicide.
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Table 4.7:

Variable
Intercept

OLS/RSE Demographic variables, Structural Pluralism, and Suicide rates,
All cases without outliers
OLS
RSE
B
SE
Beta
B
RSE
24.08***
1.39
24.07***
1.74

Percent African
American
Percent other
Races

-.105***

.009

-.317

-.105***

.009

-.031**

.011

-.059

-.031*

.015

Percent Married

-.095***

.022

-.108

-.095***

.024

Percent in Rural
Areas

.007a

.004

.045

.007

.005

Protestant
Catholic
Jewish
Muslim

-.003**
-.005***
-.006
-.098***

.001
.001
.007
.026

-.059
-.142
-.017
-.072

-.003**
-.005***
-.006
-.098***

.001
.001
.004
.016

Northeast
Midwest
West

-2.71***
-1.73***
2.73***

.389
.241
.328

-.144
-.169
.179

-2.71***
-1.73***
2.73***

.307
.242
.360

College Education

-.040***

.010

-.094

-.040***

.010

Membership assoc.
Small Business

-.120**
-.021

.044
.017

-.053
-.027

-.120**
-.021

.057
.022

R2=18.8

R2=18.75

Model 3: Socio-Demographic Characteristics, Structural Pluralism, Civic Welfare,
and Suicide
Model 3 adds the civic welfare variables to the previous model. Specifically, the
variables added are percent of unemployment, residential retention, and median family
income. Table 4.8 reports the parameter estimates for this model. The adjusted R2 value
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indicates that the variables in this model explained 19.5 percent of the variance in suicide
rate.
The variable percent unemployed has a positive relationship with suicide rate: a 1
unit increase in percent unemployed corresponds to a .110 persons per 100,000
population increase in suicide. Also, the relationship between income and suicide rates is
significant: for a 1 unit increase in median family income there is 2.07 persons per
100,000 population decrease in suicide rates. Finally, county resident retention is not
statistically significant in the present model.
In this final model, a consistent pattern of effects brought from the civic welfare
variables can be identified. In terms of strength of coefficients for the control variables,
the majority of the variables appear to have a somewhat smaller impact on suicide rate. In
particular, the percent of African Americans coefficient goes from -.105 to -.102, still
significant; percent married becomes non-significant. In terms of religious affiliations,
the variable Muslim adherents per 1000 loses strength, while Protestant and Catholic
adherents per 1000 remain unaffected. All the regional effects lose strength; and finally,
percent college education becomes insignificant.
In terms of structural pluralism, the opposite effect is documented: Membership
associations in fact gains strength in its coefficient going from -.120 in the previous
model to -.122 in the last model. Finally, the variable small business gains in strength and
significance: it goes from not significant -.021 to -.032 significant at the .1 level.
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Table 4.8:

OLS/RSE Demographic variables, Structural Pluralism, Civic Welfare and
Suicide rates, All cases without outliers

Variable
Intercept

B
40.26***

OLS
SE
6.22

Beta
-

B
40.26***

RSE
6.99

Percent African
American
Percent other
Races

-.102***

.009

-.308

-.102***

.009

-.040***

.011

-.074

-.040**

.015

Percent Married
Percent in Rural
Areas

-.031
.005

.026
.004

-.035
.034

-.031
.005

.030
.005

Protestant
Catholic
Jewish
Muslim

-.003**
-.005***
-.002
-.084**

.001
.001
.007
.026

-.065
-.140
-.006
-.062

-.003*
-.005***
-.002
-.084***

.001
.001
.004
.015

Northeast
Midwest
West

-2.50***
-1.62***
2.45***

.408
.247
.333

-.132
-.158
.160

-2.47***
-1.62***
2.44***

.342
.256
.362

College Education

-.003

.013

-.007

-.003

.013

Membership assoc.
Small Business

-.122**
-.032*

.044
.018

-.054
-.042

-.122**
-.0323

.057
.023

.110*

.041

.062

.110*

.046

.005
-2.07***

.009
.603

.012
-.104

.005
-2.07**

.010
.706

Percent
Unemployed
Retention
Income

RSE

R2=19.5

R2=19.5

3

The significant level of the variable “small business” increased from .344 in the previous model to .164 in
this model.
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Table 4.9:

OLS/RSE Demographic variables and Suicide rates, All cases

B
22.472***

OLS
SE
1.446

Beta
-

B

RSE

Percent African
American
Percent other
Races

-.103***

.009

-.302

-.103***

.009

-.023**

.011

-.042

-.023

.016

Percent Married

-.097***

.023

-.107

-.097***

.024

Percent in Rural
Areas

.002

.004

.014

.002

.004

Protestant
Catholic
Jewish
Muslim

-.003***
-.005***
-.007
-.099***

.001
.001
.007
.027

-.071
-.144
-.018
-.070

-.003***
-.005***
-.007*
-.099***

.001
.001
.004
.015

Northeast
Midwest
West

-2.54***
-1.57***
2.67***

.406
.251
.332

-.130
-.148
.170

-2.54***
-1.57***
2.67***

.318
.256
.382

College Education

-.038***

.010

-.085

-.038***

1.56

Variable
Intercept

RSE

R2=17.0

R2= 17.0
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Table 4.10:

OLS/RSE Demographic variables, Structural Pluralism, and Suicide rates,
All cases

B
23.906***

OLS
SE
1.572

Beta
-

B
23.906***

RSE
1.90

Percent African
American
Percent other
Races

-.103***

.009

-.301

-.103***

.009

-.020*

.011

-.037

-.020

.016

Percent Married

-.096***

.023

-.105

-.096***

.025

Percent in Rural
Areas

.006

.004

.038

.006

.005

Protestant
Catholic
Jewish
Muslim

-.003**
-.005***
-.007
-.102***

.001
.001
.008
.027

-.056
-.148
-.017
-.072

-.003*
-.005***
-.007
-.102***

.001
.001
.004
.016

Northeast
Midwest
West

-2.55***
-1.55***
2.60***

.406
.251
.339

-.131
-.147
.166

-2.55***
-1.55***
2.60***

.317
.255
.390

College Education

-.041***

.010

-.092

-.041***

.011

Membership assoc.
Small Business

-.119**
-.018

.046
.018

-.052
-.023

-.120**
-.018

.059
.024

Variable
Intercept

RSE

R2=17.0

R2= 17.0
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Table 4.11:

OLS/RSE Demographic variables, Structural Pluralism, Civic Welfare and
Suicide rates, All cases

B
41.627***

OLS
SE
6.44

Beta
-

B
41.62***

RSE
7.50

Percent African
American
Percent other
Races

-.100***

.009

-.291

-.100***

.009

-.029*

.012

-.052

-.029

.016

Percent Married

-.029

.027

-.031

-.029

.030

Percent in Rural
Areas

.004

.005

.025

.004

.005

Protestant
Catholic
Jewish
Muslim

-.003**
-.005***
-.002
-.088**

.001
.001
.008
.027

-.063
-.147
-.006
-.062

-.003*
-.005***
-.002
-.088***

.001
.001
.004
.015

Northeast
Midwest
West

-2.30***
-1.44***
2.30***

.425
.257
.344

-.118
-.136
.147

-2.30***
-1.44***
2.30***

.360
.272
.395

College Education

-.002

.013

-.003

-.002

.015

Membership assoc.
Small Business

-.122**
-.0304

.046
.019

-.053
-.038

-.122**
-.0305

.059
.026

.108*

.043

.059

.108*

.048

.006
-2.23***

.009
.624

.013
-.104

.006
-2.23**

.010
.753

Variable
Intercept

Percent
Unemployed
Retention
Income

RSE

R2=18.0

R2=18.0

4

The significant level of the variable “small business” increased from .311 in the previous model to .110 in
this model.
5
The significant level of the variable “small business” increased from .459 in the previous model to .251 in
this model.
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CHAPTER V
SUMMARY, DISCUSSION, AND CONCLUSION

Summary and Discussion
The objective of this study was to understand how suicide is impacted by
community structure. More specifically, the research focused on the social factors
capable of explaining suicide. I hypothesized that variations in the sociopolitical
structures in communities in the U.S. may help to explain variation in community suicide
rates.
A major risk factor associated with suicide is depression, with about two-thirds of
people who complete suicide diagnosed as depressed at the time of their deaths (PeeblesWilkins 2006). The emphasis on the existence of mental illness in those who commit
suicide, however, draws attention away from the importance of social factors. In some
instances, in fact, suicide is not preceded by warning signs and more importantly not all
people who commit suicide are suffering from clinical mental disorders.
Social and community factors may, instead, account for variations in suicide.
Low density of social relationships can be one of the reasons for high suicide rates.
Contrarily, the density of natural relationships could result in a reduction of the suicide
rate (Catelli 2002).
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Emile Durkheim (1951) argued that an increase in suicide rates was related to a
decrease of traditional forms of social organization and integration. Post-Durkhemian
sociologists have focused their work to clarify Durkheim’s identification of types of
suicide and agreed that causes of voluntary death must be treated as a social problem
because they represent a measurable loss to society. However, the post-Durkheimian
literature lacks enough emphasis on the meaning and function of society’s structure, and
does not give enough consideration to the problem of defining society or social structure.
Theorists of suicide have often assumed that a society’s populations are basically the
same, or at least that any differences are not significant for an explanation of suicide. In
this context, this study becomes particularly relevant because of its attention on what
specific elements, in the variations in social structures, need to be considered
fundamental.
Socio-structural changes in Western societies in recent years have had an adverse
affect in terms of increasing individualism. Thus they have contributed to a greater sense
of isolation rather than support for individuals to remain more socially connected and to
view the self as interdependent with others. On the other hand, some specific structural
elements of community have the potential to protect against distress by protecting
individuals’ socio-psychological health.
In these terms, social variations may help us to understand the variations in
suicide rates. In fact, suicide can be understood as a ‘barometer’ (Catelli 2003) of the
state of pathology of the community and as a symptom of the possible changes in
collective orientations of the community. It can allow for the identification of periods of
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time when the social tension reaches critical levels, and, consequently, to isolate the
causes.
A way to measure how variations in social structures affect the sociopsychological health of communities has been introduced by Young and Lyson’ s (2001)
theory of structural pluralism. Young and Lyson define structural pluralism as the
community’s capacity for political competition, and political exchange, or the degree to
which alternative policies are publicly compared and evaluated. Their research suggests
that this problem solving capacity lowers mortality’s causal mechanisms, based on the
fact that participation in collective problem solving. They further content that even the
conflictual activity that pluralism often produces, can tend to optimize the biological
functioning of the participants. Moreover, participation in community organizations and
involvement in social networks enhances the likelihood of accessing support which then
provides a protective function against distress, and acts as a protective factor for
psychological well being (Berkman and Syme 1979; House, Robbins and Metzner 1982).
The problem solving capacity of communities results from pluralistic political structures
with dense networks of associations. These structures are enhanced by civic welfare, and
result from the degree of local capitalism and civic engagement (economic and noneconomic institutions) present in a community (Tolbert et al. 2002). Civic welfare
focuses on the relationships between economic and non-economic institutions,
maintaining that locally oriented capitalism and civic engagement are the foundations of
civic institutions that nurture trust and cooperation among citizens. This contributes to a
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vital capacity to solve problems and resolve local issues enhancing the local residents'
well-being.
As one of the consequences of community’s welfare, the structural pluralism
theory here is tested as a direct protection against suicide. Following the concept of
structural pluralism suicide rates may be related to both the level of a community’s
pluralism and civic welfare.
Based on the previously described literature, a conceptual model was created to
outline several hypothesized factors thought to have a direct effect on suicide.
Specifically, socio-demographic factors considered in this study were a community’s age,
gender, marital status, race, religious affiliation, education composition, as well as the
level of population density and region. Moreover, structural pluralism was expected to
play a direct role in rate of suicide and affect the strength of the effects of demographic
factors on suicide rates. Also, civic welfare was expected to have an effect on suicide
rates. Additionally, variations in civic welfare were hypothesized to affect the intensity of
the structural pluralism effects on suicide. Based on the conceptual model, the
hypotheses of this research are as follows:
1.

Suicide rates will vary according the socio-demographic characteristics of their
communities in the following ways: a) the percentage of married people will be
negatively related to suicide rates, b) the percentage of African American
population will be inversely related to suicide rates, c) the percentage of college
education population will be inversely related to suicide rates, d) the percentage
of females will be inversely related to suicide rates, e) percent of population living
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in urban areas will be positively associated with suicide rates, f) communities in
Western and Southern regions will have higher suicide rates than other regions,
and g) the percent of Catholic population will have an inverse relation to suicide
rates.

2. Structural pluralism have a direct effect on suicide rates, weakening the effects
of the socio-demographic variables on suicide. Specifically, structural pluralism will be
inversely related to suicide rates.
3. Civic welfare have a direct negative effect on suicide rates; the higher civic
welfare of a community the more likely they will have lower rates of suicide.
4. Civic welfare will be positively associated with structural pluralism and is
expected to increase the strength of structural pluralism’s effect on suicide rates.
To address the objective of the study, county-level data were used. Several
sources of data were compiled in order to examine the relationships between key
variables. The suicide data were provided by the Centers for Disease Control, National
Center for Health Statistics’ Compressed Mortality File for the years of 2000-2004. In
order to provide information on structural pluralism, data from the 2000
County Business Patterns were used. The 2000 Census data was used to provide
information on demographic characteristics and civic welfare variables, and data on
religious adherence came from the Associations of Statisticians of American Religious
Bodies (ASARB)
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In order to investigate the relationship between suicide rates and structural
indicators in U.S. counties, a set of OLS Regression models were estimated. However,
because of multicollinearity issues that arose during the analysis, several sets of
analyses were run, and a Robust Standard Error regression analysis was conducted. The
RSE-produced better addressed the problem of unequal variance in the OLS analysis,
although substantive results were comparable.
From the OLS and RSE regressions, most factors analyzed in this study were
significant predictors of suicide rates, and the hypotheses tested were largely supported.
When examining socio-demographic community factors percent of African American
was significantly and negatively related to suicide rates.
Also, both regressions indicate a strong negative relationship between suicide
rates and the percent of those married. This finding matches previous findings that
argue that divorce and widowed rates are positively associated with suicide rates. Here
communities which are characterized by high levels of those married suggest a social
structure which promotes the stability of social relationships that may buffer elements
conducive to suicide.
The findings on religious affiliation do not completely conform to the first
hypothesis of this study. Although a slight difference in coefficients is shown between
Catholics and Protestants, it is straightforward to state that there are not substantive
variations between the two main religious affiliations. However, the results show that
greater levels of religious adherence across faiths lead to lower levels of suicide. In
terms of geographic regions, the hypothesis is fully confirmed. Coefficients in fact
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show a stronger concentration of suicide cases in western and southern regions
compared to the northeast and midwest. Finally, a strong negative relationship was
found between education and suicide, confirming the hypothesis that communities with
greater concentration of highly educated individuals have lower levels of suicide.
With the addition of structural pluralism variables mixed findings were
obtained, partially confirming the second hypothesis of this study. First, although both
membership associations and small business variables indicated an inverse relationship
with suicide, only the former was found to have a significant effect. In terms of
decreasing the strength of demographic factors on suicide, structural pluralism obtained
mixed results too. The effects of percent married and percent rural were slightly
decreased with the addition of structural pluralism. Other variables like percent African
American and religion affiliation retained their effects on suicide.
Finally, when civic welfare measures (unemployment, median family income,
and residential retention) were added to the model and all but residential retention were
found to be significant in explaining suicide. Concentration of unemployment was
found to be positively linked to higher suicide rates and median family income was
found to be negatively related to suicide rates. It is interesting to note how this final
model presents a more consistent pattern of impacts brought from the civic welfare
variables compared to the previous models. Most of the control variables were less
substantively related to suicide rates, partially confirming the third hypothesis of this
study. Some of the stronger predictors of suicide, such as percent married and percent
college educated, became non significant. Moreover, an opposite result was obtained in
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terms of structural pluralism. In fact, the effects of civic welfare measures accentuated
the effect of membership association and small business, which increase in significance.
The analyses presented in this study show that both concentration of sociodemographic characteristics and the combined effects of structural pluralism and civic
welfare were found to be significant in explaining suicide rates. The first central finding
of this study was that socio-demographic characteristics were confirmed to be important
predictors of suicide. Although this study used an age/sex adjusted suicide rates, and thus
left out these major characteristics, it seems clear that the main socio-demographic
variables identified in previous literature are here conformed as such.
Also, the second central finding was that structural pluralism, in combination with
civic welfare, was shown to have a significant affect on the rate of suicide. Structural
pluralism is the community’s capacity for political exchanges and competition, enabling
the creation of a dense network of associations and making possible the creation of
problem-solving capacity for the community. The achievement of this capacity may
generate a biological optimizing process for the communities, increasing the physical
signs associated with health, like abundant energy, mental alertness and rapid recovery
from trauma (Young and Lyson 2001). In this way, better physical and physiological
conditions create a strong deterrent for suicide. Also, civic welfare creates strong ties
between the individual and the larger community where the individual lives: strong local
economic ties may be less likely to pull out of the community during an economic
downturn, and more likely to support local nonprofit institutions, improving support and
encouragement at the individual level. Young and Lyson tested the hypothesis that
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structural pluralism reduces age-standardized mortality rates. Using U.S. counties as the
units of analysis and multiple regression techniques, they found that structural pluralism
is a stronger determinant of lower mortality than any of the other variables examined,
specifically variables like income and education.
It needs to be acknowledged, that despite that fact that both Structural Pluralism
and Civic Welfare was shown to have statistically significant effects on suicide in the
predicted direction, the overall contribution of the theoretical variables in explaining the
variation of suicide was very modest. Both Structural Pluralism and Civic Welfare
combined contributed less than two percent of explained variance above the sociodemographic variables examined. Clearly, racial composition and religious composition
of communities continues to be major factors in accounting for suicide rates. The
interpretation of the study’s findings may suggest that Structural Pluralism’s theoretical
efficacy is minimal. However, given that this study represents the first attempt at
applying Structural Pluralism to the phenomenon of suicide, it may be the case that the
theoretical effect is diminished due to various limitations of the study. These are
discussed below.

Limitations
As with any research endeavor, there are limitations. This study is no different.
First, the data sources provide some source of limitation. It is well understood that data
on suicide contains some difficulties. Though reporting of suicides from local
jurisdictions have improved tremendously over time, suicide still remains a form of
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mortality that is subject misreporting and is sometimes under-reported. The social stigma
of having a family member commit suicide is still real among some communities. Thus,
suicide may not be reported as readily as other forms of death. There is also a particular
problem within the African American community regarding suicide reporting.
While a higher concentration of African Americans have been shown to be linked
to lower suicide rates, some authors (Rockett, Samora and Coben 2006) describe this
phenomenon as a ‘paradoxical racial gap in official suicide rates, raising the specter of a
social disparity in data quality, arguing that African Americans appear more suicideprone than whites, given common risk factors’ (pg.2167). Use of alcohol (Cherpitel,
Borges, and Wilcox, 2004; Conner 2004), use of illicit drugs (Istavan and Matarazzo,
1984; Rich, Young, and Fowler, 1986), and, moreover, socioeconomic risk factors for
suicide (like low level of education, and unemployment (Kellerman, Rivara, Somes,
Reay, Francisco, and Banton 1992, Cubbin, LeClere, and Smith, 2000) provide important
evidence, according the authors, in support of a suggestion that suicide data are more
deficient for African Americans than for whites. Skepticism about the quality of African
Americans’ suicide certification dates back to the late 1960s (Blake, 1971, Warshauer
and Monk, 1978, Peck, 1983). Suicidologists approach consensus that suicide among
African Americans is undercounted (Hlady and Middaugh, 1998; Phillips and Ruth,
1993; Rockett and Thomas, 1999; Rosenberg, Davidson, Smith, and Berman 1988).
Beyond the issue of suicide data, it should be noted that the data source used for
religious affiliation has some unique and potentially limiting features. The Religious
Congregation and Membership Study: 2000 did not collect its data using traditional
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techniques such as a survey based on a random sample. Instead the data was gathered by
asking individual churches to provide membership data on their congregations.
The most critical methodological problem with this study has to do with the
definition of church membership. Churches were presented with two categories of
membership: “members” and “total adherents.” Members were defined as “all individuals
with full membership status.” Total adherents were defined as “all members, including
full members, their children and the estimated number of other participants who are not
considered members. Thus, some of the data is based on differing criteria of affiliation
used by different churches.
Also, this study reports 39 counties with more adherents than total population.
The reasons reported for this discrepancy include U.S. Census undercount, church
membership over count, and county of residence differing from county of membership.
Regarding Eastern Christian or “Orthodox” Churches in United States, a major
problem is reported: the absence of adequate information on the number of “adherents”.
This problem was related to the approach of many Orthodox churches to consider as their
members all people of corresponding ethnicities living in the country. As a consequence,
the data on adherents of Orthodox Churches included in the Religious Congregations and
Membership Study represent the estimated number of persons of all age who are known
to the local parish and who visit church at least during the largest religious festivals.
Therefore, in the case of Orthodox Churches in U.S. it is difficult to make a clear
separation between categories of “attendees” and “adherents”.
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Despite the problems with data sources, perhaps the most significant limitation of
this study as to do with how Structural Pluralism was measured. Though, this study used
virtually identical measures as had Young and Lyson (2001) in their study, the concept of
Structural Pluralism may be partially misspecified. As stated previously, the concept of
Structural Pluralism is an indicator of a community’s capacity to solve problems, as well
as civic engagement. The number of voluntary and membership organizations and
number of small businesses is argued to promote and support a community’s problem
solving capacity. The findings produced from this study does suggest that number of
organizations inversely impact suicide rates, but number of small businesses has no
tangible effect on suicide rates.

It is likely that other measures need to be examined to assess acommunity’s
processes of problem solving and its effect on community well being. I suggest future
research examine political participation of various forms. Voter turn-out in local
elections or community referendum actions may be pertinent in examining engagement to
solve problems. Also other structural factors should be examined with regard to their
impact on community well being in general and suicide specifically. Community health
and education infrastructure are examples of such community factors.

Conclusion
Despite the limitations of this study, this research may provide the basis for future
research using Structural Pluralism to explain variations in suicide patterns. Structural
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Pluralism is consistent with the Durkheimian model of integration in so far as it taps the
dimension of a problem solving capacity. This is particularly salient when one considers
that Durkheim suggests that organic solidarity is dependent on diversity and
heterogeneity. Thus, the notion pluralism is consistent these ideas and should be related
with a community’s level of social pathology.
The results of my dissertation also provide the framework for a comparative study
to be conducted in other countries. This study was originally intended to be an addendum
to recent work on suicide in Italy conducted by Giampaolo Catelli. The main focus of his
research was to verify the presence of the deprivation/erosion factor (the D factor) of the
latent structure of collective components. The D factor identifies a specific state of the
process of relations, which brings to the erosion and progressive destruction of relations,
damaging the solidarity component of social aggregates, and producing anxiety and
reducing the strength of social ties and their possibility of expression (Catelli 2005). The
initial goal of this present study was to examine the differences between Italy and the
United States in suicide. However, because of the differences between the two countries
in terms of databases available, and of time restrictions, it was not the case.
Nevertheless, the findings from this study provide a platform for future crosscomparative research. Another potential of this study is the opportunity to conduct a
series of longitudinal studies to examine, for example, if increasing modernization factors
will affect on suicide more than deterrent structural factors.
Above all these points, the main contribution of this study to research on suicide
is the prospect of a new approach to understand suicide, by applying for the first time a
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model related to all mortality types. It is at this point established that the general
agreement around suicide issues is that most persons who commit suicide have a
diagnosed psychiatric disorder. However, as it shown in this study, social isolation and
lack of local ties dramatically increases risk. In 1999, in response to alarming statistics
about suicide, the U.S. Surgeon General issued a call to action, stating that “the nation
must address suicide as a significant public health problem and put into place national
strategies to prevent the loss of life and the suffering suicide causes” (U.S. Public Health
Service 1999). This goal is massive, as predicting suicide is difficult and inexact because
suicide is a rare event. Although not all suicides are preventable, a methodical approach
to suicide risk assessment would enable physicians and community leaders to decrease
the morbidity and mortality rates among those who make serious suicide attempts. As of
today, comprehensive risk assessment tools are available to help reduce physician
liability, in terms of errors of judgment (i.e., failure to accurately assess suicide potential)
and errors of omission (i.e., failure to adequately assess suicide potential) (Patterson and
Haley 1983). At the current time there is no definitive measure to predict suicide or
suicidal behavior at the community level. Not much research has identified factors that
place individuals at higher risk for suicide in the contest of the structural elements where
they live. This study has suggested that suicide rates increase where there is a social
structural conditions which weaken of ties that bind individuals to each other, as well as
to their communities. Hopefully, the concept of Structural Pluralism in tandem with
Civic Welfare can be used to further shed light on the relationship between community
structure and suicide.
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